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INJURY OF THE URETER 


DUE TO SURGERY, INTRA-URETERAL INSTRUMENTA- 
TION, EXTERNAL VIOLENCE AND FOREIGN 
BODIES: REPORT OF FIFTY CASES 


CARL F. RUSCHE, M.D. 


AND 
SAMUEL K. BACON, M.D. 


HOLLYWOOD, CALIF. 


After a comprehensive study of the medical literature 
dealing with the problem of injury of the ureter we are 
able to state that there has been a unanimity of opinion 
in the past few years with regard to the frequency of 
ureteral injury. The present agreement is due essen- 
tially to recognition of the pathologic lesion. 

Our approach to the subject has been, first, through 
a comprehensive review of all medical literature, espe- 
cially that of the past twelve years; secondly, through 
a summarizing and abstraction of our clinical material, 
and, thirdly, by securing a classification of ureteral 
injuries into four important groups. We find that the 
incidence of injury increases from the groups of injury 
due to foreign bodies and to external violence, which 
are relatively rare, to a greater number caused by intra- 
ureteral instrumentation and finally to the largest group, 
injuries of the ureter due to surgical procedures on the 
organs of generation of the female, the general abdomi- 
nal viscera, the kidney, the ureter and the bladder. 

Our classification (table 1) in a few respects parallels 
the efforts of others; however, on close observation its 
contents present a spectacular arrangement of traumatic 
possibilities that have been obtained either from the 
literature or from our hospital survey. In an occasional 
instance, possibilities have been classified that have not 
been found in either of the two sources, and the rationale 
of their inclusion here will be given. 


SURGICAL INJURY OF THE URETER 


The majority of instances of injury of the ureter 
occur during operative treatment of the organs of 
generation in the female. These injuries harass even 
the most accomplished and experienced surgeons. 

The ureters are placed in constant danger during 
hysterectomy because of the close anatomic relationship 
between the uterus and the pelvic portion of the renal 
duct. As the ureter enters the parametrium, it comes 
in close proximity to fibroid tumors or intraligamentous 
cysts, and because of its lack of fixation the ureter may 
be displaced by extension, rotation or irregularity of 





__From the Department of Surgery (Urology), University of Southern 
California School of Medicine. 
_ Read before the Sectior <n Urology at the Ninetieth Annual Session 
of the American Medical Assvciation, St. Louis, May 17, 1939. 

Owing to lack of space, tzis article is abbreviated in THe JouRNAL 
by the omission of many of the case histories and illustrations. The com- 
plete paper appears in the authors’ reprints. 





these masses. Chronic inflammatory disease increases 
the anatomic distortion. Moreover, the uterine artery, 
as it crosses the ureter near the urinary bladder, is 
separated by the short distance of 2.5 cm. Engel * 
emphasizes this intimate relationship in his comments 
on failure to obtain hemostasis with a clamp. The 
artery retracts and the surgeon is obligated to place 
the clamps deeply and laterally into the vicinity of the 
ureter. Great care should be exercised in placing trans- 
fixion sutures, and by all means these should consist of 
absorbable material. This recommendation is illustrated 
as follows: 

C. M., a woman aged 40, was diagnosed as having a cystocele, 
descensus uteri and fibrosis uteri. On April 21, 1939, an abdom- 
inal subtotal hysterectomy was carried out. The uterosacral 
and pubocervical ligaments were approximated posterior to the 
cervix with five interrupted linen sutures. There was complete 
anuria for the next thirty hours. At this time the value for 
nonprotein nitrogen was 36 mg. per hundred cubic centimeters 
of blood. Cystoscopic examination, ureteral catheterization and 
a roentgenogram revealed bilateral occlusion of the pelvic por- 
tions of the ureters (fig. 1). On the first postoperative day 
the gynecologist had reopened the abdominal wound and suc- 
ceeded in removing four of the five linen sutures, while the 
cystoscopist attempted to catheterize the ureters. Eventually 
one catheter was introduced with difficulty up the left ureter. 
The patient died on April 29 (the eighth postoperative day). 
The necropsy revealed bilateral ureteral occlusion by the one 
remaining ligature of linen material; the obstruction had not 
been relieved during the secondary operation of deligation 
(fig. 2). 


Extraperitoneal surgery and allied procedures have 
played a spectacular, although rather infrequent, role 
in the causation of ureteral trauma. Therapeutic or 
criminal abortion has been reported by Miiller,° Israel,® 
Ottow * and Harris.® 

Instrumental delivery as a causative factor in ureteral 
injury has been reported by Webb-Johnson.* In twenty- 
three years he had twenty-three cases of ureterovaginal 
fistula. All except one were the result of pelvic surgery. 
This one “followed difficult parturition, protracted 
labor and instrumental delivery.” Kramer’s® patient 
had been delivered of a large infant, 6,900 Gm. in weight 
and 61 cm. in length, by forceps at home. The wall of 
the bladder, in the ureteral area, was destroyed by 
necrosis. Kramer concluded that during the forceps 
maneuver a stone in the pelvic ureter was crushed and 
destroyed the ureter. 

- In instrumental delivery, breech extraction or, pre- 
sumably, “normal” parturition, deep cervical laceration 
may occur. The ureter may be injured directly or be 
included in sutures for repair. 





. Engel, W. J.: Ohio State M. J. 33: 862-865 (Aug.) 1937. 
Miller, G.: Zentralbl. f. Gynak. 56: 331-334 (Feb. 6) 1932. 
Israel, W.: Zentralbl. f. Gynak. 54: 1096-1099 (May 3) 1930. 
Ottow, B.: Zentralbl. f. Gynak. 52: 3072-3075 (Dec. 1) 1928. 

. Harris, A.: Am. J. Surg. 8: 801-809 (April) 1930. 

. Kramer, K.: Zentralbl. f. Gynak. 62: 526-528 (March 5) 1938. 
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202 INJURY OF URETER—RUSCHE AND BACON 


The general surgeon has encountered pathologic proc- 
esses within the peritoneal cavity which on surgical 
extirpation have been responsible for ureteral trauma. 
In the main these lesions have involved the sigmoid, 
rectum and vermiform appendix. Brenizer," in his 
discussion of Engel’s paper,® mentions the possibility of 
ureteral injury during the abdominal stage of an 
abdominoperineal resection of the rectum. He con- 
tinues with the assertion that “some of us have probably 
ligated a single ureter, but, as the kidney has silently 
and considerately atrophied, we have been saved the 
embarrassment of knowing it.” Marino and Veppo 
reported a case of ureteral injury following appen- 
dectomy. 

Occasionally, during the conduct of an operative pro- 
cedure on the kidney or ureter, the urologic surgeon will 
tear, cut, puncture or clamp the ureter accidentally. 
These instances of trauma are associated generally with 
marked perirenal and periureteral inflammation or old 
scar tissue formation. Complete solution of ureteral 
continuity during an operative procedure intended to 
represent conservatism is distressing. In operating on 


TABLE 1.—Classification of Ureteral Injury 








I. Surgical injury 
A. Female genitalia (gynecologist or obstetrician) 

1. Hysterectomy (vaginal or abdominal), salpingo-oophorce- 
tomy, hysterectomy, uterine suspension: for carcinoma, 
fibroids, cyst or tumor (especially intraligamentous), 
chronic pelvie inflammatory disease, cesarean section, 
procidentia. 

2. Forceps or breech delivery, abortion, colporrhaphy, perineor- 
rhaphy, prolonged use of pessary. 

Bb. Abdominal viscera (general surgeon) 

1, Sigmoid and rectum: especially for carcinoma. 

2. Veriform appendix. 

3. Inguinal hernia: ureter in sac. 

C. Genito-urinary system (urologist) 

1. Kidney and ureter: tear, cut, suture, puncture, clamp. 
trauma with stone, forceps. 

2. Bladder: diverticulectomy or resection for carcinoma. 


Il. Cystoseopie injury 
A. Catheterization 
1, Simple introduction for renal study: hematuria or clot pro 
trusion from orifice. 
2. Indwelling catheter for therapeutic drainage. 
3. Perforation by catheter at site of obstruction: calculus, 
stricture or kink in diseased ureter. 
4. Longitudinal splitting by buckling, distal to obstruction. 
5. Knotting or bending of catheter in ureter. 
B. Instrumentation 
1. Perforation by catheter, catheter containing stylet, bougie, 
whaie bone, Howard spiral stone dislodger, Johnson 
ureteral stone basket, ete. 
2. Breaking of any instrument, such as Howard spiral stone 
dislodger. 
3. Detachment of threaded filiform tip from stone basket. 
©. Ureterography: factor in combination with catheterization 
injury—obstruction, diseased ureter, pressure, perforation. 
Ill. External trauma 
A. Gunshot, grenade, shell, ete. 
B. Stab wound. 
C. Major trauma of skeletal structures and viscera. 
IV. Foreign bodies 
1, Pipe stem, straw, pin, wire, spiral shell, bullet. 
2. Filiform, ureteral catheter, stone extractor. 
V. Miscellaneous 
A. Perforation, during catheterization, of a ureter that had been 
transplanted to the skin. 
B. Radium: cervix or prostate. 





the remaining kidney of a boy, aged 12 years, Napal- 
koff ** stated that the ureter separated from the renal 
pelvis in his fingers and he carried out the procedure of 
reimplantation into the pelvis. At times, various types 
of stone forceps exert a destructive influence on the 
ureteral mucosa and result in the formation of ureteral 
stricture. Moreover, sutures that enter the lumen or 
reduce the normal caliber of the ureter may result 
eventually in loss of renal substance. Ureteral damage 
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from multiple attempts of ureterolithotomy has necessi- 
tated nephrectomy. Occasionally the removal of a 
diverticulum ** or an area of carcinoma ** of the urinary 
bladder is attended with ureteral injury. Correction of 
the traumatized ureter is obtained by ureterovesical 
anastomosis. 

The primary type of ureteral injury consists of divi- 
sion (partial or complete), ligation, crushing by clamp, 





Fig. 1.—Appearance after ureteral catheterization, illustrating bilateral 
ureteral occlusion as a result of pelvic surgery. 


removal of a segment, puncture or cauterization; the 
secondary type, of partial occlusion or angulation by 
periureteral adhesions. One or both ureters may be 
traumatized. Prevention of injury by preoperative 
introduction of ureteral catheters has been advocated by 
Engel,® Sisk,’° and others. The catheter is quite readily 
palpated and assists materially in avoiding many unnec- 
essary complications. Sisk reported that in the depart- 
ment of gynecology at the Wisconsin General Hospital 
preoperative ureteral catheterization in cases considered 
to be difficult surgical problems, has been a routine 
procedure for many years. Asa result, only one ureter 
has been damaged, and in this instance difficult and 
unexpected pathologic lesions were encountered. The 
recommendation of preoperative ureteral catheterization 
is worthy of emphasis by repetition. 

The treatment of a traumatized ureter is dependent on 
the time of recognition of the injury, the type of injury, 
the location of the injury and the condition of the 
patient. Curtis ** advises that, if the severed ureter is 
recognized at the time of operation, “restitution of func- 
tion . . . appears indicated” if the operation will 
not be hazardous. When the proximal portion is of 
sufficient length to prevent tension, the ureter should be 
implanted into the bladder. This has been advocated 
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by Beer,® Pugh ?® and others, and Chaffin’s *° technic is 
notable for its simplicity. 

When the conduit has been cut at a distance too great 
jor vesical implantation the repair, with submucosal 
interrupted sutures of fine material, should be made 
over a ureteral catheter that has been introduced up into 
the renal pelvis and down into the bladder. Postopera- 
tively the distal end is removed by the cystoscope for 
external drainage. Final removal of ihe catheter should 
not take place before the eighth or tenth postoperative 
day and preferably not before a longer period of time. 

When the abdominal operation has been hazardous 
and prolonged, to the extent that the patient’s condition 
has drifted into an unsatisfactory state, prompt ureteral 
ligation has been advised by numerous surgeons who 
have been fully aware of the destruction of kidney sub- 
stance. Barnes ** warns of the danger of ligation in the 
presence of renal infection. When this situation is 
encountered, rapid ureterocutaneous anastomosis is to 
he considered because drainage is of paramount impor- 
tance to insure a favorable convalescence. It seems 
unnecessary to point out again the importance of deter- 
inining, by palpation, the presence of an upper urinary 
tract on the opposite side before ligating a severed 
ureter. An additional investigation, which requires but 
a few minutes, is that of intravenous injection of indigo 
carmine. Its appearance can be observed in the drain- 


- 

















_ Fig. 2.—Necropsy specimen. The two ureters are obstructed in one 
ligature of linen material. 


age from the ureteral catheter, most commonly intro- 
duced preoperatively, while wound closure is being 
carried out. 

Occasionally in the course of pelvic surgery the 
ureter is observed to be distended. Search for a ligature 
or clamp is advised and usually requires only removal 
of the obstructing factor. If a segment has been 
removed to such an extent that the ureter cannot be 
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implanted into the bladder or its ends cannot be reunited 
without tension, uretero-intestinal anastomosis is advo- 
cated. 

The recognition of ureteral injury postoperatively is 
of serious import when both ureters have been ligated. 
The presenting symptom is anuria and the result is fatal 
if the condition is not relieved. Several authors previ- 
ously acknowledged and Day,** Cabot,** Slutsky ** and 














Fig. 7 (case 7).—Vesical implantation of left ureter three months after 
complete division. Observe medial insertion and normal pyelo-ureterogram. 


others have emphasized the value of nephrostomy. 
Rapid bilateral nephrostomy is a noteworthy procedure 
to conserve renal parenchyma. Deligation is to be con- 
demned. The distortion of anatomic structures, presence 
of plastic exudate and possibility of hemorrhage pre- 
clude this method of repair. Unilateral ureteral injury, 
recognized postoperatively by the presence of urinary 
fistula, necessitates the consideration of ureteral repair, 
vesical or intestinal implantation, nephrostomy or 
nephrectomy. If the ureteral continuity is not entirely 
destroyed, interval dilation by catheter or bougie may 
preserve the function of the affected kidney and ureter. 

We present the pertinent clinical details of nine cases 
of ureteral injury following surgical procedures on the 
female genitalia, three cases following general abdominal 
surgery and three cases following renal and ureteral 
surgery. These records represent a selection of cases 
from our survey of the problem of ureteral trauma 
occurring in the Los Angeles County General Hospital 
since Jan. 1, 1928 (table 2). 

Case 7.—G. J., a woman aged 41, who was diagnosed as 
having fibroid uterus, had an abdominal panhysterectomy per- 
formed Feb. 25, 1935. The postoperative drainage from the 
vagina and abdominal wound had a uriniferous odor. On 
cystoscopic examination the right ureter was catheterized read- 
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ily but the catheter was obstructed in the left ureter at 1 cm. 
On June 3, 1935, the left ureter, which had been cut, was 
sutured into the bladder wall posteriorly. The operative result 
was satisfactory. On September 4, roentgenograms revealed 
the medial insertion of the ureteral transplant. Each ureter 
was catheterized without difficulty. Normal conditions were 
observed on several later occasions (fig. 7). 





Fig. 10 (case 11).—Marked ureteral stricture and moderate hydro- 
nephrosis following complete division and immediate repair of ureter dur- 
ing appendectomy. 


Case 11.—J. E., a woman aged 53, diagnosed as having acute 
appendicitis, was operated on Sept. 1, 1937, and a mass was 
found in the right tubo-ovarian region. The question of primary 
appendicitis was not determined; however, the “tip of the 
appendix was adherent to the ureter.” An appendectomy was 
carried out and the right ureter was cut off accidentally. It 
was repaired over a No. 6 whistle-tip ureteral catheter. 
Nothing was done to the tubo-ovarian mass. Symptoms of 
pyelonephritis developed on the ninth postoperative day. On 
September 15 (the fourteenth postoperative day) a pyelo- 
ureterogram revealed a right hydronephrosis of moderate degree 
and marked ureteral stricture (fig. 10). Recovery was satis- 
factory. Eventually the right ureter was dilated with a No. 
12 F. catheter. Seven cystoscopic procedures for dilation have 
been carried out. 

From two private, accredited hospitals in Los Angeles 
we have obtained the clinical details of all cases of 
ureteral injury following surgery. In hospital 1, from 
Jan. 1, 1928, to March 31, 1939, there were 65,759 
operations ; 33,378 were classified as general surgery 
and 15,307 as obstetric and gynecologic surgery. There 
were ten proved cases of ureteral injury in this institu- 
tion. In hospital 2, from Jan. 1, 1930, to Dec. 31, 1938, 
there were 53,044 operations ; 23,449 were classified as 
general surgery and 15,096 as gynecologic surgery. 
There were six proved cases of ureteral injury. In 
table 3 are summarized these sixteen cases of ureteral 
trauma following surgery. 

CYSTOSCOPIC INJURY OF THE URETER 

Ureteral catheterization, instrumentation and ureter- 
ography, in the presence of disease involving the excre- 
tory duct of the kidney, have been associated with the 
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production of ureteral injury. Slight hematuria or clot 
protrusion from a ureteral meatus has been observed 
occasionally following the introduction of a ureteral 
catheter. This amount of trauma may render the 
ureter inelastic and susceptible to greater damage at sub- 
sequent catheterization if carried out before the process 
has had sufficient time to heal. Indwelling ureteral] 
catheters may cause this same change temporarily.” 
The extreme resistance to perforation of the normal 
ureter has been studied adequately by Wesson.** Hen- 
line ** states that “a ureter diseased by fibrous stricture, 
ulceration, acute infection or incarcerated stone lends 
itself more readily to perforation ; and, since it is with 
diseased ureters that one usually deals, occasional rup- 
tured ureter is not inexplicable.” Stevens *® and Lynch 
and Thompson *° concur in this opinion. Since the 
advent of so many instruments designed to assist the 
passage of or to extract ureteral calculi, the incidence 
of ureteral injury has increased. Foley ** recognizes 
their value, when properly employed, in the removal of 
very small stones. The application of any forceful 
maneuver at the site of impaction may rotate a rough 
stone and cause perforation through the adjacent area 
of disease. Injection of urographic medium has proved 





Fig. 17 (case 39).—Stricture of left ureter. Perforation with catheters 
and extravasation. 


this phenomenon ; however, in our opinion the pressure 
of irrigating solutions or radiographic medium in sev- 
eral instances has completed the perforation through the 
diseased and traumatized area. 
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That a catheter may assume a peculiar formation in 
the ureter has been reported by Fuss.** Klika * 
reported that he tied a knot in a catheter in the ureter. 
He catheterized the right ureter to 23 cm. and wanted 
to remove the catheter. It could be withdrawn only 
7 cm., and after employing various maneuvers Klika was 








Fig. 20 (case 42).—Impacted ureteral calculus and attempted catheteriza- 
tion. Catheter buckled and split the ureter at 4 cm. 


able to advance the tube downward an additional 2 cm. 
The roentgenogram revealed that the catheter was tied 
in a knot in the lower one third of the ureter. The 
cystoscope was reintroduced and, with the use of a 
“tenotome,” he cut down on the ureter and bladder and 
retrieved the catheter. Practically complete healing was 
observed cystoscopically in three weeks. 

At the Los Angeles County General Hospital, from 
Jan. 1, 1928, to March 31, 1939, there have been 19,459 
cystoscopic examinations. Of this number there have 
been 10,597 bladder observations and 8,862 ureteral 
catheterizations (unilateral or bilateral). Our survey 
of these records discloses (cases of simple trauma 
excluded) the incidence of twelve cases of definite injury 
of the ureter during instrumentation ; however, one of 
the twelve will be classified under “foreign bodies,” since 
the tip of an instrument was broken off in the ureter and 
did not perforate its wall. In our private practice we 
have had three cases of ureteral perforation following 
instrumental manipulation. Table 4 summarizes the 
clinical particulars of the county hospital cases and our 
personal cases. 


Case 39.—R. A., a woman aged 39, was diagnosed as having 
left ureteral stricture at 10 cm. and left hydronephrosis. Dec. 4, 
1936, all attempts to catheterize the left ureter were unsuc- 
cessful beyond 10 cm. A No. 14 F. bulb catheter was intro- 
duced into the left orifice and a pyelo-ureterogram was made 
by the syringe method with 40 per cent skiodan. Roentgeno- 
grams showed stricture in the lower third of the left ureter and 
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an area of extravasation (fig. 17). Surgical drainage was 
advised but refused. March 14, 1939, the patient was reported 
to be well; the hydronephrosis was inactive. 

Case 42.—E. B., a man aged 58, was diagnosed as having a 
right ureteral calculus. On cystoscepic examination and ureteral 
catheterization Nov. 15, 1937, an obstruction was encountered 
in the upper third of the right ureter; however, by manipulation 
the catheter was advanced to the renal pelvis. The patient 
requested discharge from the hospital. The next opportunity 
for ureteral dilation was December 16. At this time a No. 10 
olive tip catheter was obstructed in the upper third of the right 
ureter. One week later the Johnson ureteral stone basket was 
advanced up the ureter, and after several unsuccessful attempts 
to engage the calculus it was withdrawn. A No. 12 olive tip 
ureteral catheter was passed up to the obstruction; after some 
additional force and rotation, the catheter seemed to advance 
readily. Roentgenograms revealed that this large ureteral 
catheter had passed through the ureteral wall and had coiled 
in the retroperitoneal space. Attempted ureterogram revealed 
extravasation (fig. 20). Surgery was advised immediately but 
the patient refused it. Pain in the right costo-iliac space became 
so intense that the patient consented to operation the next day. 
Exploration of the ureter revealed a longitudinal slit in its 
middle third, 4 cm. in length, which had been caused by buckling 
of the large catheter. The traumatized area was repaired with 
several interrupted sutures of chromic catgut. Only the super- 
ficial layer of the ureter was included in each stitch. The 











_ Fig. 28 (case 46).—Manipulation of calculi with Howard spiral stone 
dislodger. Spiral broke in the ureter, necessitating surgical removal. 


impacted calculus, which could not be advanced downward, was 
removed through a short longitudinal incision. The patient 
made an uneventful recovery. 
URETERAL INJURY BY EXTERNAL TRAUMA 

Gunshot wounds and ureteral injuries from other 
explosives are comparatively rare lesions, if one is to 
judge from the fact that only a few cases have been 
reported in the literature. The reason for this infre- 
quency is due to the fact, first, that the ureter is small, 
not fixed, and well protected by the skeletal structures ; 
second, that the conditions conducive to injury of the 
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ureter, such as warfare, have not been associated with 
adequate diagnostic equipment, and, finally, that the 
associated pathologic lesions of other viscera are usually 
so severe that death ensues before ureteral injury is 
suspected. 

Major trauma of the skeletal structures and viscera 
has been responsible for several instances of ureteral 
injury, the incidence of which is beyond exact deter- 
mination. Of the recent authors, Lynch and Thomp- 
son *° briefly abstracted the records of seven cases. 

In our survey of the records of the Los Angeles 
County General Hospital and two accredited private 
hospitals in Los Angeles for the past eleven years, we 
were unable to find a case of ureteral injury due to 
external violence. 











Fig. 29.—Metallic portion of threaded filiform tip of Johnson ureteral 
stone basket accidentally detached in the right ureter. 


FOREIGN BODIES IN THE URETER 

Foreign bodies of all descriptions have been found in 
the urinary bladder, but with the exception of calculi 
they have been found rarely in the ureter. In the past 
few years many ingenious instruments have been 
designed to assist in the passage or removal of ureteral 
calculi. For this reason the increase in incidence of 
foreign bodies in the ureter is apparent. Occasionally 
a portion of the device breaks or detaches from the main 
body of the instrument. 

Arnone ** in 1927 reviewed all the literature and 
reported the first case of formation of calculus in the 
ureter from a fragment of a grenade. Arnone expressed 
the opinion that the projectile injured the side of the 
ureter, caused ulceration and necrosis and later entered 
the lumen of the ureter. 

As previously indicated, one case of “foreign body” in 
the ureter was present in a series of 8,862 ureteral 
catheterizations at the Los Angeles County General 
Hospital subsequent to Jan. 1, 1928. There is this 
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exception to the foregoing statement, of Stuart’s case, 
previously published by Dakin ** in “Believe It or Nots 
in Urology.” In this instance Stuart, in attempting to 
extract a ureteral calculus with a stone basket, detached 
a threaded filiform in the ureter. He immediately rein- 
troduced the instrument into the ureter and was able to 
reunite and retrieve the tip. Obviously, roentgeno- 
graphic evidence of this achievement is not available. 


Case 46.—W. G., a man aged 32, on roentgenologic examina- 
tion presented two large calculi in the lower third of the left 
ureter. At cystoscopy Aug. 2, 1938, the catheter was obstructed 
by the calculi at 3 cm. (fig. 27). Three days later three ureteral 
catheters were introduced to the left renal pelvis, twisted and 
withdrawn, but the stones were not retrieved. A ureteral mea- 
totomy was done; then the MacKay ureteral stone extractor 
was introduced without successful removal of the stones. At 
the same examination the Johnson ureteral stone basket was 
introduced into the bladder through the cystoscope, but one 
wire broke and the procedure was discontinued. August 10 
another cystoscopic-ureteral dilation was carried out, Indwell- 
ing catheters were left. Six days later the Howard spiral stone 
dislodger was passed into the left ureter and it engaged the 
calculi. Traction was applied; the instrument returned without 
the spiral extremity. Roentgenologic examination revealed a 
“small metallic foreign body consisting of a spring with small 
metallic blocks at the ends, overlying the calculi in the left bony 
pelvis” (fig. 28). The patient was taken to surgery immediately ; 
ureterolithotomy and removal of the Howard spiral stone dis- 
lodger were carried out. Convalescence was uneventful. 


In our investigation of the records to March 31, 1939, 
of two private hospitals in Los Angeles, we were unable 
to discover a single case of “foreign body” in the ureter ; 
however, an interesting accident occurred in the cysto- 
scopic room of one of these institutions recently. 
Through the courtesy of one of our colleagues, the case 
report is abstracted briefly, as follows: 

A man aged 60 was admitted to the hospital April 15, 1939, 
for cystoscopic examination and extraction of a calculus in the 
right ureter. The Johnson ureteral stone basket with filiform 
tip was introduced into the ureter and, on withdrawal, it was 
discovered that the tip remained in the ureter (fig. 29). Several 
unsuccessful attempts were made to extract the foreign body; 
however, a ureteral catheter was introduced into the renal 
pelvis and was left for drainage (fig. 30). On the second day 
the patient was given caudal anesthesia, cystoscopy was done 
and the filiform tip was removed successfully with the MacKay 
ureteral stone extractor. 


In our opinion, this was a remarkable accomplish- 
ment, even though the calculus was not retrieved at the 
time but passed spontaneously in a few days. 


CONCLUSIONS 


1. Ureteral trauma occurs most commonly in the 
course of surgical procedures on the internal genitalia 
of the female; next as a result of cystoscopic intra- 
ureteral instrumentation, external violence and, finally, 
as the result of foreign bodies. 

2. The present increase in incidence of ureteral injury 
is due mainly to recognition of the pathologic lesion. 
Unquestionably, the actual incidence is not known 
because numerous instances of unilateral ligation of the 
ureter result in unrecognized destruction of the kidney. 

3. We unqualifiedly recommend ureteral catheteriza- 
tion as the method of prevention of ureteral injury in 
surgical cases that are considered, preoperatively, to be 
difficult. 

4. The treatment of an injured ureter should consist 
of the procedures that will preserve, ultimately, the func- 
tion of the ureter and kidney. Treatment is dependent 
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on the time of recognition of the injury, the type and 
location of the injury and the condition of the patient. 

5. If complete ureteral division is discovered at the 
time of operation, ureterovesical implantation or uretero- 
ureteral anastomosis is the procedure of choice, if the 
operation will not be hazardous. 

6. When a segment has been removed, uretero- 
intestinal or ureterocutaneous anastomosis or ligation 
(in the absence of infection) is recommended. 

7. Bilateral ureteral occlusion, recognized postoper- 
atively, requires bilateral nephrostomy. The procedure 
of deligation is to be condemned. 

8. Intra-ureteral instrumentation as a causative factor 
of ureteral injury is dependent usually on impaction of 
a calculus and adjacent disease of the ureter. The 
present increase in incidence of ureteral perforation is 
related closely to the recent development of many devices 
designed to remove calculi. 

9. Fifty cases of ureteral injury, previously unpub- 
lished, have been reported. In two private hospitals in 
Los Angeles there were sixteen proved cases of ureteral 
injury in 30,403 gynecologic and obstetric operations. 
In 8,862 cystoscopic examinations and ureteral cathe- 
terizations (unilateral or bilateral) at the Los Angeles 
County General Hospital there were twelve proved cases 
of ureteral injury. 

906 Taft Building. 4 


TRAUMATIC CONDITIONS OF 
THE KIDNEY 
CLINICAL OBSERVATIONS 


GEORGE C. PRATHER, M.D. 


BOSTON 


With the present adult public eager to go places in 
a hurry and the modern juvenile population actively 
engaged in individual and scholastic athletics during all 
months of the year, it is not surprising that the subur- 
ban hospital finds patients with kidney injuries among 
those who are admitted for treatment, and it is desira- 
ble that an interchange of experience be made con- 
cerning them. 

This paper is based on observations that have been 
made on twenty patients, of whom eighteen were males 
and two females. The youngest was 7 years of age, 
the oldest 49 and the average age 21. Five patients 
had been hit by motor cars, three (children) had fallen 
from trees and three were injured in football accidents, 
and bicycle and motorcycle collisions accounted for two 
of the injuries. Three had received their injuries while 
coasting on a sled or toboggan, and those of two others 
were due to bullet wounds. 

This paper must necessarily repeat a certain number 
of facts and figures recorded by many others. The 
direct and indirect type of trauma, as well as the vari- 
ous degrees of renal injury, are well described in pres- 
ent day urologic textbooks. Even experimental work 
in animals, demonstrating the degree of injury follow- 
ing measured blows, with observations on the healing 
processes of the kidney has been added to data on this 
subject. The classic signs and symptoms? with their 
variations have likewise been recorded. The main pur- 
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pose here, however, is to evaluate certain observations 
with the purpose of assisting in the formulation of some 
practical program for the proper care of renal injuries. 
It is not difficult to review case records and classify 
them into certain types of injuries and discuss appro- 
priate treatment. More important, however, is it to 
obtain data which will be useful in the care of future 
cases; in other words, to answer the question of what 
observations and studies are important to decide whether 
a patient needs surgical intervention or whether pallia- 
tive measures will suffice. 

Although there are many classifications for the types 
of kidney injuries, a very simple scheme seems to suffice 
in my cases. Contusions, subcapsular rupture, lac- 
eration or rupture of the kidney and capsule, and 
severance of the pedicle form the four groups under con- 
sideration, though it is fully realized that the individual 
case may fall into more than one group. This paper 
does not discuss injury to the previously diseased 
kidney. 

CONTUSIONS OF THE KIDNEY 

Of the twenty cases in this series, ten have been 
grouped under the heading “contusions of the kidney.” 
Eighty per cent of the patients had pain in the renal 
area soon after the injury but only one of the ten 
experienced nausea and vomiting in conjunction with 
the pain. Only 50 per cent noticed gross blood in the 
urine during the first voiding after injury. After 
admission to the hospital, urine showing gross blood 
was obtained in 60 per cent and urine with microscopic 
blood in the remaining 40 per cent. There was no 
evidence of shock in nine and only mild shock in one. 
Abdominal examination showed tenderness in 50 per 
cent of the upper abdominal quadrant over the injured 
kidney, spasm in a corresponding area in 40 per cent 
and no evidence of abdominal distention in any. Ten- 
derness in the flank was present in 80 per cent and 
spasm in the flank muscles in 40 per cent, but there 
was no bulging of the flank in amy. During the first 
forty-eight hours after admission, pain and tenderness 
in the flank increased in only one case. This patient 
had fractures of three lumbar transverse processes. 

Intravenous pyelography was done on six patients 
soon after admission. Although the injured kidney 
was visualized in all, secretion of the dye was delayed 
or scanty in several. Figures 1 and 2 demonstrate this 
point. No evidence of a subcapsular rent or extravasa- 
tion was demonstrated. The opposite kidney was visu- 
alized well in all six examinations. When intravenous 
pyelography was repeated after an interval of more than 
seven days, prompt and improved visualization of the 
injured kidney was obtained. 

Blood pressure during the forty-eight hours after 
admission was at a normal level in all. The pulse rate 
during the forty-eight hours after admission increased 
in only one of ten patients. In no instance was surgical 
intervention or treatment used. The urine became 
grossly clear in an average of three days. In 60 per 
cent the urine was microscopically clear in 5.3 days, 
the rest still showing microscopic blood ten days after 
the renal injury. There were no fatalities. Associated 
injuries were present in three cases: fractured lumbar 
transverse processes in two and fractured ribs in one. 

The important clinical points which appear to place 
the injury in a group known as contusions of the kidney, 
requiring only palliative treatment, are as follows: no 
evidence of shock in 90 per cent; no fall of blood pres- 
sure during the first forty-eight hours of hospitaliza- 
tion; no rise of the pulse rate in 90 per cent during 
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the first two days in the hospital ; no increase in tender- 
ness and spasm of the flank or abdomen during a forty- 
eight hour period after admission to the hospital, and 
visualization of the injured kidney in a high percent- 

















Fig. 1.—Contusion of right kidney. Intravenous pyelogram showed 
slightly diminished secretion by right kidney. 


age, although secretion of the dye may be delayed or 
diminished. If a patient with renal injury presents 
conditions coinciding with the points just mentioned, it 
would seem wise to pursue a conservative, nonsurgical 
program as the proper treatment. 

SUBCAPSULAR RUPTURE 

Only one case of subcapsular rupture was found in 
our series of twenty renal injuries. This fact cor- 
responds to the observations of Stirling, who states in 
his experimental study of injuries of the kidney: “The 
amount of force necessary to rupture the organ is 
essentially that which will produce a primary divulsion 
of the capsule.” 

In many respects the clinical manifestations were 
similar to those just described under the heading of 
contusions of the kidney. This patient had pain immedi- 
ately after the injury (in a football game), although he 
was able to walk home. The first voided urine con- 
tained gross blood. No evidence of shock was present 
on admission to the hospital. No abdominal distention 
was present, although there was both tenderness and 
spasm in the upper and lower abdominal quadrants of 
the injured side. Likewise, tenderness and spasm were 
present in the flank. No bulging of the flank was 
noted. Psoas spasm was not present, nor did any 
develop. The pulse rate did not increase, and blood 
pressure did not fall during the first forty-eight hours 
in the hospital; neither did pain or tenderness increase 
during the first two days following the injury. 

The extent of the renal injury was demonstrated by 
cystoscopy and by pyelograms of the affected side. It 
is, perhaps, wise to catheterize the injured kidney and 
obtain evidence of adequate renal function, but pyelog- 
raphy of the sound kidney might lead to renal suppres- 
sion if, as a result of the examination, immediate 
operation with general anesthesia should be necessary. 
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When there is a possibility of immediate operation jt 
seems wise to refrain from bilateral retrograde pyelog- 
raphy. 

The patient had conservative expectant treatment 
with good recovery, although pyuria and intermittent 
hematuria delayed the final clearing of the urine until 
after he left the hospital about twenty days following 
the injury. 


LACERATION OF KIDNEY AND KIDNEY CAPSULE 


Lacerations should probably be divided into two 
groups, on the basis of their clinical course during the 
first few hours after injury. In the first group are 
patients who are admitted in a severe state of shock, 
nearly moribund and not in a condition for safe surgery, 
and who often die promptly in spite of sustaining mea- 
sures to combat the shock. Two cases of this type form 
10 per cent of the present series. Autopsy demonstrated 
an extensive laceration of the kidney, with widespread 
retroperitoneal hematoma, in addition to a fractured 
ileum in one case, while in the other complete oblique 
laceration of the kidney had led to an extensive retro- 
peritoneal hematoma which had dissected across the 
vertebral column to the opposite renal bed as well as 
down into the bony pelvis. In the second group, six 
patients (30 per cent) were admitted to the hospital 
in reasonably good condition but with definite evidence 
of renal injury. The extent of such injury can best 
be determined by observation and study during the first 
few days after the injury. In this group especially it 
is important to seek evaluation of certain observations 
which may lead to surgery before the patient’s condi- 
tion has become precarious. 

Taking true rupture of the kidney as a classification, 
we find eight in this series. All of the patients had 
pain immediately after their injury. Four were defi- 
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Fig. 2.—Contusion of right kidney. Intravenous pyelogram demonstrated 
delayed secretion from right kidney. Concentration of dye was normal 
after secretion started. 


nitely recorded as having nausea and vomiting in con- 
junction with their pain, a much higher proportion than 
the 10 per cent in those with contusions of the kidney. 
Gross blood in the urine was found in six, with no 
record of this condition in the other two. 
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jjstention Was present in only one, in whom the bullet 
-ayusing the injury had also caused lacerations of the 
iver. Abdominal tenderness and spasm were present 
‘7 all, in contrast to the 50 per cent and 40 per cent in 











Fig. 3.—Laceration of left kidney due to bullet. Intravenous pyelogram 
jemonstrated extravasation of dye into perirenal tissue. 


those with contusions of the kidney. Tenderness in the 
flank was definite in each. Spasm of the flank muscles 
was also present in 100 per cent of 
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rant, seemed to be especially significant, denoting 
perirenal extravasation of urine, blood or both. In con- 
junction with this increase in tenderness in the lower 
abdominal quadrant one could observe evidence of psoas 
spasm or irritation. The patient became moderately 
comfortable only with the hip flexed. Extension of the 
hip produced pain in the lower abdominal quadrant and 
flank. Evidence of psoas spasm was present in three 
Other patients did not have this clinical finding 
recorded. In the three instances in which psoas spasm 
was noted and operation was performed even before 
any change of pulse or blood pressure was noted, the 
perirenal hematoma, extravasation of urine and rup- 
tured kidney were promptly cared for, resulting in 
prompt recovery. It seems reasonable to emphasize 
increasing tenderness in the lower-abdominal quadrant 
and psoas S spasm over ‘a period | of from twenty= four 
to fortymeight-hours _as_ important indications—for-sergi- 
cal interyeption. 

Intravenous pyelography was employed soon after 
injury of four persons. Visualization of the injured 
kidney was obtained in three. Visualization of the 
sound kidney was evident in all four. This form of 
study proved very helpful in one case in which a bullet 
had fragmented the lower pole of the kidney, allowing 
the dye to extravasate into the perirenal tissues (fig. 3). 
Nephrectomy led toward prompt recovery. 

Intravenous pyelography was misleading in two other 
cases in which the kidney filled reasonably well without 
roentgen evidence of real cortical laceration. In both, 
increased tenderness of the lower part of the abdomen 
and psoas spasm led to surgery. Figure 4 shows no 
evidence of extensive laceration, yet at operation a deep 
rupture over the lower pole leading into the lower 
calix could be demonstrated in addition to a large quan- 








those recorded, as contrasting with 
spasm of the flank muscles in 40 
per cent of those with contused kid- 
neys. ‘A bulging flank was noticed 
in two patients who died within five 
hours of their injury. Obviously, 
patients in a severe state of shock, 
and with bulging flank, offer a poor 
prognosis unless they respond to 
shock treatment sufficiently to per- 
mit prompt surgery. 

In six patients who lived more 
than forty-eight hours after admis- 
sion to the -hospital, the pulse rate 
increased in only three, even though 


extent of their injury. The pulse 
rate, therefore, is not to be abso- 
lutely relied on as a criterion for 
surgery. Blood pressure recordings 
were not available in the permanent 
records of these patients, but in view 
of the pulse records it is unlikely 
that normal blood pressure offers 











any security for the opinion that 
surgery should be done. On the 
other hand, a slowly rising pulse and 
falling blood pressure appear defi- 
nitely to indicate prompt surgery. 
During the forty-eight hours after admission, pain 
and tenderness in the flank and abdomen of the injured 
side increased in five of six patients observed. Increase 
n tenderness, especially in the lower abdominal quad- 


Fig. 4.—Laceration of left kidney. 
although at operation urine and blood were present in perirenal space. A deep laceration into the 


lower calix was present. 
drainage of the perirenal tissues. Improved secretion by the injured kidney is evident. 





A, intravenous pyelogram showed no extravasation of dye, 


Active bleeding had ceased. 8B, intravenous pyelogram sixteen days after 


tity of blood and urine in the perirenal space. It was 
not necessary to perform nephrectomy. Simple drain- 
age of the perirenai space was followed by prompt 
recovery. In another case intravenous pyelography 
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indicated reasonable filling of an injured kidney, yet 
increased tenderness and spasm of the lower part of 
the abdomen forced surgery. The nephrectomized kid- 
ney contained a deep tangential laceration of the lower 
pole. There was a large amount of perirenal hematoma. 
Soth of these patients were operated on about forty 
hours after admis- 
sion to the hospital. 
Lack of visuali- 
zation of the injured 
kidney by _ intra- 
venous pyelography 
may be significant. 
Because of increas- 
ing tenderness in 
the lower abdomi- 
nal quadrant and 
psoas spasm forty- 
eight hours after 
the injury, surgical 
exploration was 
made and a kidney 
found with a com- 
plete transverse 
rupture (fig. 5). 
Nephrectomy led to 
prom Overy. 


Associated = inju- 








Fig. 5.—Complete transverse rupture of : he “fs i 
kidney. Anomalous blood supply. The ries were present 
patient was operated on_ forty-eight hours in three of the eight 


after the injury. She had only minimal 
symptoms but psoas spasm developed. 


cases. They in- 
cluded laceration of 
the liver (bullet wound), fracture of the ileum and 
fracture of ribs. 

There was immediate death of two patients within 
four hours of injury, before shock could be terminated 
to allow surgery. 

Of six patients operated on, two died. One patient 
died from laceration of the liver and peritonitis in addi- 
tion to the ruptured kidney. The other patient had had 
two abdominal operations by another physician for 
question of internal injury; the true diagnosis of rup- 
tured kidney became evident only at autopsy. This last 
patient lived about one week after the injury and stands 
as a challenge to those who are against renal surgery 
as a form of treatment for renal injury. The autopsy 
demonstrated very extensive retroperitoneal hemor- 
rhage by extension from the ruptured kidney from the 
depths of the bony pelvis to the retropleural tissue on 
the same side. Continuous oozing of blood over a 
period of days when not corrected by surgery led to 
a fatal result. 

Critical analysis of this small group of true rupture 
of the kidney leads one to believe that those who do 
not die immediately from shock deserve not only 
frequent pulse and blood pressure recordings and 
intravenous pyelography or cystoscopic study but close 
clinical observation by the same physician, so that he 
|/may be alert to increasing abdominal tenderness and 
psoas spasm over a period of from twelve to forty-eight 
| hours. When these features are observed it appears 
unwise to pursue a palliative program further. Nephrec- 
tomy versus surgical repair of the injured kidney must 
be left to the experience and discretion of the operator. 

TRAUMATIC SEVERENCE OF RENAL PEDICLE 

Traumatic severence of the renal pedicle must be 

extremely rare if one may judge by published reports. 


It is believed that immediate death usually follows 
extensive laceration of the renal pedicle. The remark- 
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able feature is that the patient in our series lived for 
five days after the accident. A woman aged 22, injured 
in a toboggan accident twenty-two hours before admis- 
sion to the hospital, had pain in the injured flank. 
nausea and vomiting. No blood was present in the first 
voided urine specimen. At the time of hospital admis- 
sion her pulse rate was 120. There was no Clinical 
evidence of shock and no evidence of abdominal disten- 
tion. Tenderness and spasm were present in the right 
flank, in addition to tenderness over the right side of 
the abdomen. The catheterized specimen of urine con- 
tained only microscopic blood. Intravenous pyelography 
demonstrated no secretion by the right kidney. During 
the next thirty hours, tenderness in the lower quadrant 
of the abdomen increased, although the pulse rate 
increased only a few points. Surgical exploration 
through the flank found a large, smooth infarcted kid- 
ney which was lifted out of the wound without any 
pedicle attachment. The ureter was intact. The kidney 
was removed after the ureter had been bisected. A large 
amount of blood clot was removed from the perirenal 
space, but no active bleeding was evident. No opening 
into the peritoneal cavity could be demonstrated. Dur- 
ing the following two days signs of fluid developed in 
the chest and straw colored fluid was removed from the 
pleural cavity, but respiratory difficulty increased and 
the patient died. Permission for autopsy could not be 
obtained. It seems extraordinary that this patient, with 
complete traumatic rupture of the renal pedicle, did not 
die immediately. Microscopic examination of the kid- 
ney indicates a thin rim of cortical tissue just beneath 
the renal capsule which was apparently kept alive by 
capsular vessels. 

99 Commonwealth Avenue. 





DIAGNOSTIC AND OPERATIVE FACTORS 
IN TRAUMATIC RUPTURE 
OF THE KIDNEY ¢ 


FRANKLIN FARMAN, M.D. 
LOS ANGELES 


The incidence of traumatic rupture of the kidney is 
low (from 0.04 to 0.25 per cent of surgical admissions ) 
but, according to McNeil! and others, such injuries 
appear to be on the increase, mainly because of modern 
trafhe accidents. At one time the high mortality rate 
attending renal injuries led to a pessimistic prognosis 
but now, as stated by Abeshouse,” recent refinements 
in urologic and roentgenologic diagnosis and improve- 
ment in surgical technic have been responsible for a 
marked reduction in the mortality and morbidity of this 
condition. 

I report here three private cases occurring during 
the past year (1937-1938), which Dr. R. C. Nelson 
of Beverly Hills and Dr. Layton Rogers of Whittier, 
Calif., diagnosed and referred to me. 


REPORT OF CASES 
Case 1—Mrs. D. S., aged 25, a patient of Dr. R. C. Nelson, 
was struck by an automobile Dec. 20, 1937, while crossing an 
intersection at night; she lost consciousness and was revived 
by first aid treatment and transferred to the California Hospital. 
Preliminary examination revealed a tender masslike swelling 
in the left upper abdominal quadrant but no external bod) 








Read before the Section on Urology at the Ninetieth Annual Sessior 
of the American Medical Association, St. Louis, May 17, 1939. 

1. McNeil, W. H., Jr.: Traumatic Injuries of the Kidney and Ureter, 
Internat. J. Med. & Surg. 46: 6-10 (Jan.) 1933. 

2. Abeshouse, B. C.: Rupture of the Kidney Pelvis, Surg., Gynec. & 
Obst. 60: 710-729 (March) 1935. 
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NumBer 3 


‘niury. Roentgen examination showed fracture of the tips of 
the leit third, fourth and fifth transverse spinous processes 
(fig. 1). 

rhree hours after the injury the patient complained of severe 
pain in the back and voided urine containing 50 per cent blood. 
rhe blood pressure was 112 systolic, 60 diastolic, the pulse rate 
24 and the temperature 97 F. Severe pain in the back and 














Fig. 1 (case 1).—-Appearance immediately following injury before 
renal ileus” had developed, showing fracture of the left third, fourth 
ind fifth transverse spinous processes. Note gold-plated contraceptive 
pe ssary. 


hematuria continued the following day with elevation of tem- 
perature to 101 F. and pulse to 100 and an appearance of 
abdominal distention. 

Urologic consultation was called forty hours after the injury. 
By this time the patient presented increased toxic and hemor- 
rhagic manifestations, pallor, restlessness, rapid pulse to 130, 
fever to 102 F., abdominal distention, distress and rigidity of 
the left flank muscles masking palpation but nevertheless point- 
ing to renal involvement. Cystoscopy showed efflux of bright 
red blood from the left ureteral opening on deep respiration. 
[here was a prompt flow of clear urine from the right kidney 
ind no secretion from the left kidney. The phenolsulfon- 
phthalein test was not done because of lack of sufficient secre- 
tion of urine. A left pyelogram (fig. 2) with 7 cc. of 20 per 
ent skiodan solution showed a kidney pelvis of normal size 
having a distorted upper calix through which there was escape 
i opaque medium into the surrounding soft tissue. 

Nephrectomy was done under difficulty forty-two hours after 
the injury on this obviously poor risk patient. The perirenal 
fascia was torn and the retroperitoneal space filled with thin 
serum, blood and extravasated urine. A kidney (fig. 3) of 
iverage size was removed, lacerated deeply (from 1 to 2 cm.) 
n its posterior surface involving the capsule, parenchyma and 
elvis and extending upward transversely from the hilus to the 
lower border. The pedicle and fascial attachments about the 
hilus were elongated, stretched and torn. Extending beneath 
the capsule around the tear was a large hematoma. A yellowish 
naplike anemic infarct was noted in the upper pole, at the 
nargin of which there was a small secondary laceration. 

A transfusion of whole-blood (500 cc.) was given at the close 
f the operation (by Dr. Maner). Within twenty-four hours 
he pulse rate had dropped to 120 per minute, the temperature 





remained elevated to 101 F. and the blood pressure was 1i2 
systolic, 68 diastolic. Abdominal distention disappeared, peri- 
stalsis returned and nausea ceased. From then on convalescence 
was steady without complication. There was complete recovery, 
although secondary anemia persisted for several weeks. 


Case 2.—Miss E. B., aged 20, a university student, was 
injured in an automobile accident Oct. 28, 1938. Four students 
were riding in a coupé, when the car struck a soft shoulder 
on a curve and ran into an embankment. The patient was 
struck in the left side by the handle of the gear shift, which 
was bent to the floor. She was rendered unconscious and awoke 
in an ambulance. She entered Murphy Memorial Hospital, 
Whittier, Calif., about 9 p. m., complaining of severe pain in 
the left side necessitating morphine for relief. 

Dr. Layton Rogers examined the patient and found a slight 
bruise on the back and marked tenderness with muscle rigidity 
over the left renal area. Since she was unable to void urine 
a catheter was passed, obtaining very bloody urine. Following 
an injection of morphine the pulse rate quieted to 90-100, and 
the blood pressure, which was 125 systolic, 70 diastolic, remained 
normal throughout the first night. 

The following morning cystoscopy showed marked hemor- 
rhagic cystitis with scattered patches of submucous hemorrhage. 
The bladder appeared relaxed, owing to temporary paralysis. 
Spurts of blood appeared from the left ureteral orifice. There 
was a prompt flow of clear urine from the right kidney and 
hemorrhagic urine, almost pure blood, from the left kidney. 
A function test showed 50 per cent phenolsulfonphthalein out 
put from the right kidney in thirty minutes and an undetermined 
amount from the left because of blood admixture. A left 
pyelozram (fig. 4) with 20 per cent skiodan solution showed a 
well filled pelvis with blurring of the upper minor _calices and 
escape of some opaque medium into the parenchyma. 

















Fig. 2 (case 1).—Left pyelogram showing extravasation of skiodan into 
parenchyma. Note “‘renal ileus.” 


Conservative expectant treatment was followed for another 
twenty-four hours, during which time the urine cleared some- 
what (less hemorrhagic), muscle rigidity lessened, pain abated 
but still required morphine, the appetite returned and the out- 
ward clinical appearance was favorable. The one disturbing 
sign was an increase in the pulse rate to 120-130; however, 
with no appreciable drop in blood pressure, which was 120 
systolic, 80 diastolic, the pulse pressure decreased 18 points. 
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A watch and wait policy was decided on. Sixty-five hours 
after the injury the clinical evidence was less favorable, the 
pulse rate had increased to 130-140, the temperature to 101 F., 
nausea appeared, there was definite increased tenderness in the 
left kidney area—more anterior than posterior—and the blood 
count showed a drop in the hemoglobin content from 75 to 65 
per cent, with loss of red blood cells to 2,980,000. 

Operation was done by the left 
appreach. A _ massive 
hemorrhage was confined with- 





oblique 


in the perirenal capsule. De- 
livery of the kidney was ex- 
tremely difficult, owing to its 


short pedicle and high position, 
the upper pole reaching to the 
tenth rib. Although well pro- 
tected by the rib cage, injury 
may have been favored because 
of its fixed position and relative 
immobility (a mobile organ ab- 
sorbs shock). The nephrectomy 
was completed in the presence 
of uncontrollable bleeding re- 
sulting from friability of all tis- 
sues about the hilus, preventing 
accurate clamping of the vessels. 
The removed kidney showed 
both a transverse (4 cm.) and 
a linear (3 cm.) rupture, criss- 
cross fashion, at the middle con- 
————————__ vex portion extending deeply 
Fig. 3 (case 1).—A, transverse into the parenchyma (fig. 5). 
ney pig Age ms a There was fragmentation of the 
capsular hematoma. upper pole, a point to remember 
in uncontrollable hemorrhage. 
Death occurred fifteen minutes after she returned to her room, 
from circulatory collapse due to exsanguination. 











Primarily, this was an operative death of a relatively 
good risk patient, carefully watched from the onset, 
having the benefit of standard diagnostic procedures 
which did not indicate the extent of the injury, and 
operated on at thejfirst definite sign of a retrogressive 
David M. Davis* said “I wish now to ask 
whether it would not be better to admit frankly that 
in some cases it is beyond the power of any human 
being to remove the kidney and save the patient.” 

Case 3.—O. H., a high school boy aged 15, was injured 
Nov. 3, 1938, in a football game. He was struck from behind 
by an opponent’s knee while reaching high in the air, running 
He fell to the ground but with assistance 
walked to the sidelines. He complained of severe pain in the left 
kidney region and vomited twice. He was removed to the 
Murphy Memorial Hospital, Whittier, Calif. There were no 
external bruises and a roentgen examination revealed no injury 
to adjacent bony parts. He voided a small amount (40 cc.) 
of almost pure blood shortly after admission. 

I was called by Dr. Layton Rogers about six hours after 
the accident. By this time the evidence of severe injury to the 
left kidney was clinically indicated. Just prior to my seeing 
him the patient had been given 1,000 cc. of 10 per cent dextrose 
solution intravenously because of partial collapse, pallor, pro- 
fuse sweating and rapid pulse to 120 with blood pressure of 
80 systolic, 40 diastolic. The pulse had steadied to 90, but 
the blood pressure remained unchanged (80/40). There was 
marked rigidity with muscular spasm in the left flank. Palpa- 
tion caused distinct pain and posteriorly the renal area was 
extremely tender, even to light percussion. Another voided 
specimen contained large quantities of dark red bleod. The 
blood count showed 72 per cent hemoglobin, 3,680,000 red cells 
and 34,000 white blood cells; such a leukocytic response is not 
an unusual finding in severe hemorrhage. 


course. 


for a forward pass. 
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Operative intervention was urgently necessary and decided 
on without the aid of further urologic study. One may ask 
what was the condition of the opposite kidney. This was not 
known, but congenital absence occurs only once in 22,000 per- 
sons, according to Stevens. A left lumbar incision was mac 
A massive fresh hemorrhage (500 cc.) was confined within the 
perirenal capsule. An elongated pedicle facilitated delivery ang 
the kidney was excised. 

There was a complete transverse fracture of the left kidney 
(figs. 6 and 7), the rupture having occurred across the middle 
about the level of the lower margin of the pelvis, dividing the 
organ in half. The lacerated surface of the lower portion was 
cleancut and that of the upper half filled with thick clotted 
blood, which indicated that the main pedicle vessels were not 
torn. 

A citrated blood transfusion (500 cc.) was given and 
epinephrine was administered once postoperatively. Diaphoresis 
was profuse. Fortunately 5 ounces of urine was obtained by 
catheter eight hours after the operation, relieving the minds 
of all as to the function of the remaining kidney. 

Convalescence was slow and complicated by a subcutaneous 
staphylococcic infection of the wound, which no doubt was 
favored by the persistent secondary anemia. Recovery was 
complete after two months. 


DIAGNOSIS 


In order to appreciate more fully the problem of 
diagnosis, an understanding of the classification of renal 
injuries is essential. Hinman’s * classification is similar 
to Gutierrez’s ® but is more complete and descriptive, 
with seven subdivisions as follows: (1) tears of fatty 
capsule without injury to the kidney, producing peri- 
renal hemorrhage, which usually undergoes absorption 
and organization; (2) contusion of the kidney, result- 
ing in multiple subcapsular points of hemorrhage; (3) 
rupture of the parenchyma, the so-called fragmentation, 
or pulping ; (4) rupture of the parenchyma with capsu- 
lar tear, in which the hemorrhage is usually greater ; 
(5) rupture of the parenchyma, capsule and _ pelvis, 
urinary extravasation thus being added to the perirenal 
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Fig. 4 (case 2).—Left pyelogram showing escape of small amount ot 
opaque mediums from the upper minor calix. 


hematoma; (6) renal rupture with a tear in the peri- 
toneum, which is rare and usually occurs in children, 
and (7) rupture of the vascular pedicle and tearing 
of the ureter, always producing fatal hemorrhage. 
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4. Stevens, W. E., quoted by Cunningham, J. H.: 
Urology, Chicago, Year Book Publishing Company, 1937, p. 10 

5. Hinman, Frank: Principles and Practice of Urology, Philadelphia, 
W. B. Saunders Company, 1935. 
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Lea & Febiger, 1936. 
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Our problem in diagnosis is to determine the extent 
and type of the injury and the expected course. It is 
4 common observation that the degree of damage is out 
of proportion to the severity of the trauma; that is, a 
comparatively slight blow or fall may produce extensive 
rupture of the kidney. Although the symptoms of 
. kidney rupture usually ap- 
pear immediately, a definite 
sign may be delayed for a 
few hours and in rare in- 
stances for several days, as 
in the case reported by 
Kirwin (ten days later). 

Keyes and _ Ferguson‘ 
state simply that rupture of 
a kidney is suggested by the 
history, the hematuria and 
the perirenal hematoma. 
Leon Herman’ discusses 
the three major symptoms 
as pain, hematuria and 
shock. Pain may result 
solely from contusion of the 
5 ' ~ soft parts or, if severe, may 
Fit: § (case 2).—Diagrammatie indicate rapid _perirenal 
linear rupture (crisscross) and extravasation. Renal colic 
detachment of upper pole of the . 
left. kidney. occurs most frequently in 

cases of intracapsular rup- 
ture and is caused by occlusion of the ureter by blood 
clots. In case 2 the pain was almost negligible and 
minimized, I suppose to discourage operation, as | 
later learned from her mother that the patient was 
a great bluffer. Hematuria is the most significant 
and constant sign of renal injury but is by no means 
characteristic. Both Herman * and Kretschmer * remark 
that a bleeding papilloma may cause gross hematuria 
following injury. The incidence of hematuria in renal 
injuries is variously estimated at from 75 to 95 per 
cent. Profuse and continuous hematuria was present 
in all the cases that I have reported and it should be 
reemphasized that if for no other reason catheterization 
should be done for diagnostic purposes soon after 
trauma unless the patient is able to void. 

Wesson '° explains that “shock coming on after an 
elapse of several hours is due to hemorrhage, whereas 
if it occurs at time of injury it is not due to the kidney 
lesion but to injury to the solar plexus.” Herman * 
says that mild-shock is often noted but if severe suggests 
complications such as injuries to the liver, mesentery, 
spleen or intraperitoneal bleeding. Priestley and Pil- 
cher ™ noted definite shock in only three of forty-five 
cases, whereas Schenck’? found shock present in 
eighteen of forty-two cases. In the three cases of total 
rupture with which I have dealt recently, immediate 
loss of consciousness occurred in two and shock did 
not occur in the third case but recurring syncope a few 
hours later indicated rapid progressive hemorrhage. 

Aside from the history of trauma, presence of hema- 
turia, pain in the kidney region and some degree of 
shock, the physical examination is of great importance 
in determining the severity of the renal lesion. Kretsch- 
mer ® says that the diagnosis of trauma to the kidney is 
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less difficult than the establishment of the degree of 
injury. The extent of perirenal hematoma, loin tumor 
or mass in the side is an important sign of the severity 
of the renal lesion, but its determination is more difh- 
cult. Muscular rigidity, tenderness and abdominal dis- 
tention, if present, may mask satisfactory palpation and 
correct interpretation of retroperitoneal accumulations. 
Hemorrhage and extravasation may extend to the iliac 
fossa and inguinal rings before being recognized. | 
agree with Rolnick '* that one must depend in the main 
on clinical evidence for the early diagnosis of kidney 
injuries. 

I now come to the question of further investigation 
by urologic means. Opinion diverges at this point as 
to the relative value and danger of cystoscopy, pyelog- 
raphy and intravenous urography. 

The argument against employing cystoscopy in these 
cases is the possibility of introducing infection in a fer- 
tile bed of traumatized tissue and of increasing the 
hemorrhage. However, the possibility is more theo- 
retical than actual and | fail to find in the literature 
any reported accounts of known infection or increased 
hemorrhage caused by cystoscopy in injuries to the 
kidney. Redi,’* Schenck,’* Gutierrez * and others sub- 
scribe to this view, but all caution that examination 
should be carried out with complete asepsis and that 
pyelography should preferably be done by the gravity 
method. The knowledge gained by observation cystos- 
copy is of inestimable value, including visualization of 
the bladder (which may also show signs of trauma) 
and ureteral efflux of blood from the affected side. If 

















Fig. 6 (case 3).—Complete transverse rupture (fracture) of the left 
kidney. 
the ureter is plugged, a ureteral catheter serves to dis- 
lodge the clot. Determination of the functional capacity 
of the opposite kidney by dye estimation or chromo- 
cystoscopy is facilitated unless there is anuria, which 
is extremely rare. 
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Pyelography and urography will reveal as a rule 
whether or not a rupture of the kidney has occurred 
but usually do not reveal the extent of the lesion and 
for that reason are misleading, and their interpretation 
should not be fully depended on in dealing with doubtful 
or critical cases. In case 2 I was influenced to delay 
operation disastrously by the comparative minor escape 
of opaque mediums into the parenchyma when the true 
condition found was one of total capsular rupture and 
fragmentation of the upper pole. Redi,'* Gutierrez,° 
Beach '° and others advocate immediate pyelography in 
cases of suspected rupture of the kidney as the most 
dependable and accurate method of diagnosis. As a 
rule radiography should be done soon after injury, for 
“renal ileus” and abdominal distention develop rapidly 
and tend to obscure the kidney outline. 

A large group of urologists advocate intravenous 
urography in preference to cystoscopy and retrograde 
pyelography for the diagnosis of kidney rupture. In 
many instances it is an efficient procedure but the one 

















Fig. 7 (case 3).—Complete rupture of the left kidney. Upper fragment 
shows hematoma. Lower fragment is cleancut. 


great disadvantage to its use is that the radiographic 
examination cannot be depended on to portray the 
actual traumatic lesion of the kidney when the factor of 
time and early diagnosis are so essential in critical 
cases. The reason for this is that the secretory powers 
of the kidney are reduced or inhibited altogether by 
trauma, which results in degeneration of the tubules, 
subcapsular and parenchymatous hemorrhage, edema 
and infarction. If accompanied by shock, the excretory 
power of the kidney is further reduced by a fall 
blood pressure and lowered blood volume to the organ. 
The limited value of excretory urography has been 
shown experimentally by Stirling and Lands ** using 
cats and dogs and by Domrich (cited by Scholl '*) 
using rabbits, subjecting the kidney of these animals 
to various gradations of trauma. The latter concludes 
that excretory urography can reveal the gravity of the 





15. Beach, E. W.: Traumatic enti of the Kidney: Report of Ten 
Cases, California & West. Med. 33: 494 (July) 1930. 

16. Stirling, W. C., and Lands, A. M.: An Experimental Study of 
Injuries to the Kidney, J. Urol. 37: 466-479 (April) 1937. 

17. Scholl, A. J.: Review of Urologic Surgery, Arch. Surg. 36: 336 
(Feb.), 531 (March), 1019 (June) 1938; 37: 667 (Oct.), 835 (Nov.) 
1938. 


A 
Jan. 20, 1949 


lesion only immediately after the rupture and indicates 
which side is involved but does not reveal the extent 
or type of the lesion. To summarize, the usefulness of 
excretory urography is limited to the diagnosis of those 
injuries, usually minor in extent, in which the secretory 
power of the kidney is not impaired, whereas retrograde 
pyelography is the more useful and dependable for the 
early diagnosis of severe kidney injuries. 

With modern methods it is possible usually to estal- 
lish a diagnosis of rupture of the kidney, but there are 
cases of closed abdominal injury with misleading and 
confusing symptoms which call for the most careful 
urologic and surgical consultation. Backus '* discusses 
the occurrence of the symptomatology of acute condi- 
tions of the abdomen in cases of traumatic rupture of 
the kidney. He reports two such cases with retroperi- 
toneal hemorrhage producing as the early outstanding 
symptoms those of acute peritonitis. Backus,’ Del- 
zell '® and others cite instances in which mistaken diag- 
nosis has led first to exploratory laparotomy before 
the true condition of kidney rupture was recognized. 
In a differential diagnosis one must further consider 
other retroperitoneal catastrophes such as “spontane- 
ous” perirenal hematoma, rupture of a renal or aortic 
aneurysm or bleeding from a retroperitoneal tumor— 
especially if preceded by a history of trauma. 


TREATMENT 

A study of the accompanying table convinces one that 
the mortality rate in injuries of the kidney is high, 
averaging well up around 20 per cent. In the larger 
series of collected statistics, as reported by Watson,”’ 
Suter *' and Lardennois,** the mortality rate favors 
slightly the operative plan of treatment over the expec- 
tant or conservative method. Small series of cases and 
the more recent statistics indicate “conservatism” as 
the method of choice. Few surgeons. have had actual 
personal experience with more than ten cases, and the 
mortality rate in small series of the more serious 
injuries is nearer 334% per cent for any plan of treat- 
ment. 

Before the advent of urology as a definite entity, the 
older group of surgeons treated injuries of the kidney 
either expectantly or radically by nephrectomy; now 
the more recent writings advocate conservatism and 
repair surgery. Tuffier ** (1889) and Powers ** (1938) 
on the basis of their observations on experiments with 
regard to the healing of renal injuries ‘advocate con- 
servative treatment with the expectation that the trau- 
matized kidney will recover sufficient function to be 
a useful and serviceable organ. This functional recov- 
ery is due to the rapid regeneration of tubular epithe- 
lium, which contention is further supported by the 
work of Severi (cited by Redi'), who used rabbits 
to show that in the experimentally traumatized kidney. 
if the tubules themselves are left intact for the most 
part, function is not interrupted even in the days imme- 
diately following injury. 

Many present day urologists are guided by this prin- 
ciple and advocate the expectant plan of treatment in 
the majority of cases of unilateral renal trauma wit! 
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the expectation that the traumatized kidney will recover 
suficient function to be a useful and serviceable organ. 
Hermann ** states that conservatism is a byword in 
irology, and perhaps in no other urologic condition 
is it more important or has it given more striking 
results than in traumatic rupture of the kidney. In 
all cases in which there is no severe bleeding from the 
kidney and no demonstrable injury of other organs, 
a waiting policy is the treatment of choice. Rest in bed, 
an ice bag to the side and harmless unimportant medi- 
cines and morphine constitute the type of treatment. 

Conservative treatment certainly is indicated for the 
obviously minor kidney injury, but when it comes to 
the more severe or doubtful case the basis for operative 
intervention is not at all unanimous. The reasons for 
this, as mentioned before, are the difficulties of correct 
interpretation of clinical and urographic data. For 
instance Gutierrez® says “The prevailing opinion is 
that in view of the possible dangers and sequelae of 
renal injuries, and of the slight risk of an exploratory 
operation, surgical intervention is indicated early and 
frequently rather than late and rarely.” Delzell*’ says 
“We believe that it is safer to investigate doubtful cases 
under regional anesthesia (which has the advantage of 
not increasing blood pressure, thereby producing more 
hemorrhage) than to treat expectantly.” In his sum- 
mary, Pugh ** says “A certain percentage may recover 
without surgery, but many do not ‘err on the right 
side.” ” 

Redi'* subscribes to the view of early conservative 
surgery on the basis of experimental results which 
encourage the surgeon to proceed to reconstruct the 
injured organ. He concludes: “Unless there is evi- 
dence from the pyelogram or it is demonstrated that 
the kidney has been completely destroyed or detached 
from its pedicle, the proper conservative procedure is 
partial or multiple resection of the organ, after a pre- 
liminary decapsulation. The use of tampons is bad 
as it may lead to fistulas, but a Mikulicz drain is 
important.” 

Wesson '° describes the method of conservative sur- 
gery for a damaged kidney with a torn capsule as 
tampon, suture or débridement. The use of a tampon 
as a rule is not desirable, but, if one is faced with a 
severe hemorrhage from an inaccessible kidney in an 
already exsanguinated patient, simple quick drainage, 
tamponade and loose closure may be life saving. 
Debridement is not applicable in many cases but, if 
the rupture is subcapsular and there is no pedicle or 
pelvic injury, a decapsulation may relieve the pressure 
within the kidney and save the parenchyma from further 
necrosis. Davis ** says: “In any operation on rupture 
of the kidney it is most important to remember that 
the operative mortality in this type of case is rather 
high, and it is therefore better in many cases to do 
as little as possible in order to stop the hemorrhage 
and start the patient on the way to recovery. There 
is no doubt that many lives have been lost by ignoring 
this counsel of moderation.” 

Repair surgery of kidney wounds with any of the 
inethods of suture applicable to the case has been ayiply 
demonstrated both experimentally and clinically.  Stir- 
ling and Lands,’ using dogs, have shown that operative 
repair in injuries of type 3 was successful in all experi- 
nents when tried, whereas in 80 per cent of the non- 
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repaired animals the trauma resulted in death. They 
emphasize the value of applying fat to the bleeding 
surface as a means of checking hemorrhage, as. recom- 
mended by Koll ** and by Lowsley.*® To avoid destruc- 
tion of kidney tissue, the fibrous capsule was utilized 
as a support whenever possible. Sometimes, especially 
with the larger kidney, the organ was held together by 
ribbon catgut, as recommended by Lowsley.** Even 
with this type of suture there was some reduction in 
the size of the organ, but they believe that its use offers 
many advantages over the older type of sutures used 
in the repair of kidney injuries. Kindall *° recites a 
case in which a complete transverse rupture was 
repaired with ribbon catgut and a normally functioning 
kidney was obtained. To Lowsley ** goes the credit 
of reemphasizing the value of repair surgery in both 
traumatic and nontraumatic kidney wounds and his 
introduction of the use of ribbon catgut. Sometimes 
a badly ruptured kidney may be saved by the use of 
large mattress sutures tied over pieces of muscle or 
fatty tissue. 


Treatment and Mortality 








Number of Cases According to 
Method of Treatment, 
Mortality Given in Percentage 
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In the operative treatment of renal injuries our first 
concern is the life of the patient and secondarily preser- 
vation of the kidney. Control of bleeding is absolutely 
essential. In the more severe cases in which there is 
massive hemorrhage the tendency is to do a nephrec- 
tomy. The reason for this is the emergency itself and, 
unlike elective surgery, a carefully planned operation 
usually is impossible. 

There is no rule to guide one as to whether or not 
to do a nephrectomy. Rapid decision and judgment 
are demanded by the immediate exigencies of each 
individual case. In general it may be said that nephrec- 
tomy is indicated for rupture of the kidney when there 
is extensive destruction of tissue, multiple deep lacera- 
tions, injury to the pedicle, unrepairable tears of the 
pelvis or ureter or persistent hemorrhage. There are 
many hazards to nephrectomy in the presence of shock, 
exsanguination, torn and friable tissue, massive hema- 
toma and urinary extravasation. Quick control of 
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bleeding is the first essential and may be complicated 
by fresh hemorrhage when the kidney is exposed, owing 
to release of pressure. In delivery extreme care should 
be taken not to tear or pull an already lacerated kidney 
loose from its pedicle. Hermann *° cites a case in which 
the kidney.was found floating in blood, and O’Conor,*! 
in referring to emergency operations, cites one of his 
cases in which death occurred from hemorrhage owing 
to pulpefaction of the kidney and a tear directly across 
the renal pedicle. In one of my own cases I failed 
to remove the detached upper pole. If the pedicle 
is inaccessible or delivery difficult, drainage, tamponade, 
loose closure and blood transfusion may save the patient, 
if Davis’s “counsel of moderation” is remembered. 

The radical procedure of nephrectomy has the advan- 
tage over conservative surgery in eliminating possible 
future invalidism resulting from the danger of persistent 
urinary sinus, perirenal abscess formation, chronic 
pyelonephritis, kidney infection with stone formation 
and occasionally a secondary hemorrhage, as mentioned 
by McNeil,’ in which late hemorrhage occurred on the 
sixteenth day as a result of collapse of an infarct as 
found at operation. Droschl and Fink ** doubt the wis- 
dom of the policy of leaving an injured kidney to heal 
in many instances. In six of the medical cases in the 
series compiled by Priestley and Pilcher,’ ultimate 
nephrectomy was necessary. There is no doubt that 
some injuries of the kidney which are treated by expec- 
tant or conservative surgical methods ultimately result 
in dislocations, scar formation, contracture, pseudo- 
hydronephrosis, infection and other sequelae which may 
require operation and often nephrectomy many months 
to years later. 

727 West Seventh Street. 


ABSTRACT OF DISCUSSION 


ON PAPERS OF DRS. RUSCHE AND BACON, 
DR. PRATHER AND DR. FARMAN 

Dr. Harry C. Rotnick, Chicago: Drs. Farman and Prather 
emphasize the frequent necessity for surgical intervention. The 
experimental work of Stirling and Lands has revised the clini- 
cal classification of these injuries and has shown the impor- 
tance of the renal capsule. Marked damage to the kidney 
occurs only when the capsule has been torn. Subcapsular frac- 
ture of the kidney seldom occurs. Their experiments do not 
explain satisfactorily the fact that when severe injuries occur 
the lower pole is most frequently involved. This may be due 
to its more exposed position. The authors have classified these 
injuries into mild and severe. The minor forms require but 
little attention and clear up within a few days. They present 
few symptoms and practically no radiographic signs. Intra- 
venous urography has been of great aid both early and late 
in the diagnosis, prognosis and treatment of injuries of the 
kidney. Within the first twenty-four hours failure of secre- 
tion on the involved side is often diagnostic. In most cases 
after a few days it gives fairly accurate information as to 
the amount of renal damage. Within a few weeks after a 
severe injury has been treated conservatively it will demon- 
strate the amount of permanent damage to the kidney and the 
degree of distortion of the pelvis and ureter. Simple cystos- 
copy is occasionally of value in diagnosis, but I cannot agree 
that retrograde pyelography has a place in the diagnosis of 
renal injuries, Although better visualization may be had at 
times, the dangers involved in the insertion of a catheter and 
the injection of fluid into the pelvis under some pressure are 
too great to warrant its use. Bleeding can be aggravated and 
the dangers of infection are markedly increased. The tears in 
the kidney can also be enlarged. In doing some experimental 
work recently I have found, as has been shown by Wesson, 





31. O’Conor, V. J.: 
(June) 1936. 

32. Droschl, Hans, and Fink, Herbert: 
199-207, 1937. 


Injuries of the Kidney, Illinois M. J. 69: 541 
Deutsche Ztschr. f. Chir. 249: 


DISCUSSION ON INJURIES OF 





Jour. A. M. A 
Jan. 20, 1949 


TRACT 


URINARY 


that the normal ureter cannot be ruptured by overdistention 
but that the injected fluid when under pressure breaks through 
into the parenchyma of the kidney at the minor calices. If the 
kidney has already been torn it does not require much pressure 
to aggravate the tear. When from three to four weeks or 
more has passed there is probably little contraindication to 
retrograde pyelography, but here also intravenous urography 
will give as much information. Drs. Rusche and Bacon have 
presented a comprehensive review. The fifty cases of ureteral 
injury which they have assembled represent the largest series of 
cases reported. The subject of prevention and management 
of injuries to the lower ureter following pelvic operations js 
of interest to surgeons as well as urologists. All will agree 
that preliminary ureteral catheterization is of great value in the 
prevention of surgical injuries. When the damage is discovered 
at the time of operation, attempt to repair should be made. 

Dr. James C. SARGENT, Milwaukee: There have been cer- 
tain signs and symptoms associated with renal injury which 
I have come to hold in ever increasing respect; certain others 
I have learned gradually to disregard. Hematuria, even of 
the frankest sort, has come to mean less and less to me as a 
guide to the gravity of an injury because I have observed 
dozens of cases in which the renal bleeding promptly stopped 
and the patient recovered. Similarly, I have come to question 
the worth of intravenous urography except, perhaps, as the 
roughest sort of a preliminary survey in cases of injury in 
which the urinary tract is suspected. On the other hand [ 
have developed an ever increasing respect for shock, either 
past, present or probable. Nothing can justify a nephrectomy 
in the presence of shock and I should want the indications to 
be exact and impelling to lead me to operate on a patient 
who had been in heavy shock recently or in whom shock 
might reasonably be anticipated. I agree with Davis that “in 
some cases it is beyond the power of any human being to 
remove the kidney and save the patient.” The only reliable 
basis on which the question of surgical intervention can be 
decided is an intimate knowledge of the type and extent of 
the renal injury. Retrograde pyelography, done with the best 
of x-ray equipment, must come to be routine in all cases of 
accident in which injury to the kidney is fairly suspected. I 
have no issue with those who point to the hazards of such a 
radical regimen. I admit them freely but still insist that in 
their sum total they do not equal the hazards of case manage- 
ment without it. A good retrograde pyelogram will show if 
there is perirenal rupture and extravasation, and, of vastly 
more importance, it will show if the parenchyma and the pelvis 
have been shattered beyond all hope of healing. With the con- 
tour of the renal pelvis reasonably well preserved, even though 
perirenal rupture and extravasation may be clearly evident, one 
does not expect to meet alarming hemorrhage, and a masterful 
indifference on the surgeon’s part is quite likely to see the 
patient soon recovered. Conversely, if the contour of the renal 
pelvis is seen to be blasted beyond recognition there can be 
no hope whatever for the kidney and but little for the patient 
unless a propitious time for nephrectomy can be found. Indeed, 
unless substantial primary shock is present to forbid it, the 
quicker such a kidney is removed the better. 

Dr. CuHartes Y. Bincoop, Hartford, Conn.: Dr. Farman 
points out that it is usually easy to establish the fact that a 
kidney has been injured but often difficult to determine to 
which one of the various categories the injury belongs. Dr. 
Prather’s simplification of the classification of kidney injuries 
is adequate and practical. There are four structures which 
can be injured: capsule, parenchyma, pelvis and pedicle. The 
damage to one of these alone, or any combination of them, 
is possible. Dr. Prather points out that accentuation of local 
manifestations, such as pain and tenderness, usually antedate 
general constitutional symptoms. In the less severe types ©! 
injury the local signs do not increase, and usually there is no 
abnormality in pulse or blood pressure. If the local signs do 
increase, operation should be performed before the patient's 
general condition has changed for the worse. Dr. Farman 
believes that intravenous pyelograms should be employed only 
when time is not a factor, and, because it is often unsatisfac- 
tory or misleading, retrograde pyelography is to be favored. 
This is sound advice, and I believe that, if immediate operation 
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is not indicated, intravenous pyelograms should be obtained. 
If these do not give all the information desired, retrograde 
flings should be done. There is some opinion that operation 


should be performed in all cases as soon as the diagnosis of 
renal injury is made, regardless of the severity of it. The 
rationale of this is that, although unnecessary operation will 
occur, an occasional life may be saved when delay would be 


fatal. This seems a bit radical in view of the fact that such 
a large percentage of injuries are minor, and the patient 
recovers without recourse to surgery. In the majority of 
instances the decision of whether to operate or not depends 
on one thing, extravasation. Every one knows the difficulty 
of determining the presence of a small accumulation of fluid 
retroperitoneally, whether it is pus, blood or urine. Hence the 
difficulty of determining the severity of renal injury, because 
generally the extent of the injury is paralleled by the amount 
of extravasation. It is agreed that, once extravasation of 
blood or urine is known to exist, operation is indicated. Dr. 
Farman’s excellent discussion of surgical technic leaves noth- 
ing to be added. The aim is to save the patient and then, 
when possible, the kidney. Drs. Rusche and Bacon’s review 
of the literature and presentation of cases of ureteral injury 
is outstanding because of its completeness. 

Dr. Joun E. Hestrn, Albany, N. Y.: I have no comment 
to make as to the immediate handling of these cases. Should 
conservative procedures be carried out, careful observation with 
x-ray and pyelographic study should follow to prevent the late 
sequelae of hydronephrosis and calculi mentioned by the authors. 
Exploration of the kidney when the patient’s condition will 
permit, removal of clot and repair of the kidney may prove 
to be the more conservative procedure. Drs. Rusche and Bacon 
point to the rather frequent occurrence of ureteral injuries in 
pelvic surgery and I feel that their suggestion of the use of 
ureteral catheters in difficult cases is timely. In their discus- 
sion of ureteral injuries associated with cystoscopic manipula- 
tions they refer to ten cases of injury in an attempt to remove 
ureteral calculi. Fear of this complication has made many 
urologists reluctant to use the various instruments, relying on 
single or multiple ureteral catheter manipulation. If we could 
determine all immediate and late complications following 
attempts at instrumental extraction of ureteral calculi, the open 
operation for their removal might be the more conservative 
procedure. An ectopic hydronephrotic kidney filled through 
a ureteral catheter with skiodan solution gave me an anxious 
few hours until the true condition was differentiated from 
puncture of the ureter with the deposit of the solution in the 
pelvis near the bladder. Dr. Lyle A. Sutton, of the gyneco- 
logic service, is preparing a paper on cystoscopic injuries of 
the ureter and has allowed me to refer to some of his material. 
Using the Kelly cystoscope in the knee chest position, they 
do a considerable number of cystoscopies and he has found 
nine cases in which the ureter was punctured, and all of these 
mishaps occurred when no definite pathologic condition at the 
site was suspected or found. The site in a majority of the 
cases was immediately below the ureteropelvic junction, pos- 
sibly owing to angling of the ureter at that point in the 
patient’s particular posture. Four operations were performed, 
with one death, of an elderly patient. Operation consisted of 
simple drainage to the site of leakage. Five patients treated 
without operation made uneventful recoveries. No nephrec- 
tomies were necessary. He advises intravenous urography on 
the day following the accident and, with evidence of leakage, 
simple drainage to the point of puncture, with dilation of the 
ureter later to prevent stricture. 

Dr. FRANKLIN FARMAN, Los Angeles: As Dr. Sargent 
says, injuries to the kidney may be expected to be on the 
increase unless something is done about the modern traffic 
situation. All injuries of the kidney should be considered 
serious and everything done to determine the extent of trauma. 
\Vhen the victim of an accident enters the hospital, catheteri- 
zation should be done soon unless the patient voids, for in this 
way traumatic hematuria will be discovered easily. The diag- 
nosis is the most difficult problem. I believe that simple cys- 
toscopy and a retrograde pyelogram are preferable and more 
dependable for early diagnosis than intravenous urography. If 
one can determine whether or not an injury of the kidney is 
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minor, treatment will be simple, but the extent and degree of 
so many ruptures of the kidney fool us. I am inclined to 
believe that a conservative policy frequently is not the best 
method of dealing with a serious situation. 

Dr. Cart F. Ruscue, Los Angeles: The material here 
reported was gathered from the Los Angeles County General 
Hospital and from two private hospitals. Therefore a large 
number of surgeons are included. One of the discussers men- 
tioned deligation. We feel that unless it is possible to deligate 
immediately the procedure is to be condemned. The proof of 
this conclusion is found in the literature and well demonstrated 
in our series of cases. Two major surgical procedures occur- 
ring within one or two days of each other definitely increases 
the mortality. The consideration of extravasation in cases of 
ureteral injury has been a puzzling one. It has been our policy 
to establish drainage as soon as ureteral perforation has been 
demonstrated. However, we were surprised in making this 
survey that, in several of the cases in which a catheter had 
perforated the ureter and an extravasation was demonstrated, 
incision and drainage were not instituted and the patient appar- 
ently suffered no ill effects. 
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The clinical significance of gastrointestinal disturb- 
ances in the angina pectoris syndrome and other cardiac 
disorders has been conceded by various authors.’ 
Experimental studies, however, have never to our 
knowledge been reported on the attempt to investigate 
the relationship and interdependence of the digestive 
tract and cardiovascular disease in the human subject, 
such as this report entails. 

This study was first suggested to us by several obser- 
vations. First, several of our patients with angina 
pectoris and gastrointestinal disturbances had for some 
time experienced indifferent results from the usual 
methods of management of angina pectoris, including 
administration of the xanthine derivatives (theophylline, 
theophylline with ethylene diamine) as well as glyceryl 
trinitrate, curtailment of activity and other measures. 

On intensive therapy directed to the gastrointestinal 
tract much better clinical results were obtained for the 
first time in the diminution of the frequency and inten- 
sity of paroxysms of anginal pain. Second, great 
interest was aroused by the hypothesis that angina 
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pectoris was due to acute spasmodic incoordinated con- 
tractions of the esophagus and stomach, set up by local 
“gas traps’ and gaseous pressure. This idea was 
originally postulated by Verdon ? in a series of articles 
and in his book in 1920 and was recently reiterated 
by the Jacksons, of Cincinnati. They believed that 
they had presented experimental proof of this by 
electrical stimulation of the esophagus in the dog. 
Electrical stimulation, carried out by electrodes placed 
in the esophagus, produced irregularities in cardiac 
activity. They then proposed this as experimental 
evidence of Verdon’s and their own hypothesis. Third, 
we noted that, during pneumatic dilation of the 
esophagus for cardiospasm or preventriculosis, sub- 
sternal pain with radiation simulating anginal pain 
would occasionally occur. 

Briefly stated, Verdon’s belief in esophageal and 
gastric spasm as the cause of angina pectoris was based 
on the clinical fact that attacks of angina may not infre- 
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Fig. 1 (case 1).—Angina pectoris: 
lower or middle part of the esophagus and the stomach. 
characteristic anginal pain. 


quently terminate in belching or gaseous eructations. 
He reasoned therefore that the attack was precipitated 
by accumulation of pockets of gas “locked” or “trapped” 
in the stomach or esophagus, which then caused eso- 


phageal and gastric spasmodic contractions. When the 
gas was belched up, he thought, the attack was halted, 
since the esophageal spasm also stopped. In support 
of this concept he cited the fact that attacks occur after 
meals or on walking after meals. He also practiced 
gastric intubation during the more prolonged attacks 
and recorded that he could always abort or terminate 
an attack as soon as the tube was passed, and gas would 
pass out of the tube. The Jacksons voiced and ampli- 
fied the same beliefs, based on their own clinical data 
and experiments on dogs. 

Other observations on esophageal diseases such as 
cardiospasms and herniations with cardiac disturbances 


London, Tindall & 
J. Lab. & Clin. Med. 21: 





2. Verdon, Walter: Angina Pectoris, Bailliére, 
Cox, 1920. 
3. Jackson, D. E., and Jackson, H. L.: 
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Upper left, control, normal lead 1. ‘ 
’ Distention pressure in the ‘ 
RT alterations throughout are not marked, since minimal pressures were used cautiously because of danger (fig. 2). 
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have been recorded by von Bergmann,* who described 
the occurrence of angina-like pain in diseases of the 
esophagus and termed it the “epiphrenale syndrom.” 
This was corroborated by Lunedei and Giannonj:: 
Lendrum®* has reported sudden deaths from cardio- 
spasm from unknown causes in four of thirteen cases . 
examined post mortem. 

Weiss and Ferris’ and Iglauer and Schwartz * simj- 
larly have reported instances of heart block and auricu- 
lar fibrillation in cases of cardiospasm. They accounted 
for this occurrence on the basis of a “vagovagal”’ reflex 
or “vagovagal syncope.” Similarly, Edeiken ** has 
reported observations on angina pectoris in patients 
with cardiospasm. 


EXPERIMENTAL METHOD 


We attempted to investigate the behavior of the 
esophagus and stomach during typical attacks of angina 
pectoris and to determine the esophageal and gastric 
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All other electrocardiograms were taken with the balloon in the upper, 
balloon was from 30 to 50 mm. of mercury for very briei 


muscular behavior simultaneously with observations on 
cardiac activity. Other patients with heart disease vol- 
unteered for the same experiments. Two methods 
suggested themselves : 

(a) An apparatus could be used which at one and 
the same time, by inflating balloons in the esophagus 
and stomach at different levels, would induce a 
paroxysm of anginal pain, if possible, and would record 
the esophageal and gastric behavior while electrocardio- 
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graphic records were being made. Balloon distention 
could also be made in other patients with known heart 
disease, to record the cardiac behavior during distention 
of the stomach and esophagus. 

(>) If this method should fail, anginal pain could 
be effected by forced exercise. Fortunately, the latter 
method was unnecessary owing to the success of the 
former. 

Four clinic patients who volunteered for the experi- 
mental studies were selected. They had been treated 
by other members of Cardiac Service B for periods 
up to four years and their conditions were diagnosed 
and filed as two typical cases of angina pectoris, one 
case of .hypertensive heart disease and one case of 
arteriosclerotic heart disease. The two patients with 
angina had characteristic substernal pain on exertion 
(Heberden’s angina) with radiation of pain and had 
immediate relief on ceasing activity or on placing glyc- 
eryl trinitrate under the tongue. The site and type 
of pain are depicted in the illustrations. 

The apparatus consisted essentially of a toy balloon 
attached tu a stomach tube of the regulation caliber, 
which in turn was connected to a glass tube. This 
was continuous with (a) a rubber bag for inflation of 
air and pressure into the system and (b) a mercury 
manometric column tube stand. The latter, via a tam- 
bour and stilet, delicately transmitted all muscular 
behavior to a revolving kymographic drum, rigged up 
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not be undertaken for several years. This anginal 
patient had a severe and characteristic paroxysm of 
anginal pain radiating down the inner sides of both 
arms. No changes in the electrocardiograms and no 
changes in any of the esophageal and gastric kymo- 
graphic recordings of muscular activity were recorded, 
showing that the esophagus and stomach are “silent” 
during anginal seizures in this case. 

Patient 4 (hypertensive heart disease) showed 
electrocardiographic but no kymographic changes dur- 
ing induced distention of the stomach and esophagus 
causing epigastric and substernal pain. 

Patient 1 developed many and various types of altera- 
tions in the RT segment of all electrocardiograms taken 
during anginal pain, as shown in figures 1 and 2. While 
the gastric dilation was made, total cardiac standstill 
occurred during the anginal paroxysm. This was per- 
haps a sinus block, and at the time this was not noted ; 
but the patient was in acute pain and fainted and, at 
the moment of release of intragastric pressure, normal 
cardiac rhythm was reestablished, as indicated by the 
kymographic record, although the patient presented 
evidence of shock. 

Patient 4 (hypertensive heart disease) similarly 
showed during each distention many and varied types 
of alterations in the RT segments of the electrocardio- 
grams in addition to evidences of ventricular irritability 
(fig. 3). As in the previous cases no disturbances in 
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Fig 2 (case 1).—Cardiac standstill with balloon distention in the stomach. Pressure of 60 mm. of mercury was used, with an excruciating anginal 


paroxysm and temporary unconsciousness. On immediate relief of balloon pressure there was a slow return to normal rhythm. 


with an automatic timer. Electrocardiographic tracings 
were made prior to, during and after anginal paroxysms 
were produced; tracings were made also during dis- 
tention of the esophagus and stomach in the nonanginal 
cardiac cases. 

Subsequently this balloon method of recording was 
found to be analogous to that used in 1883 by Kron- 
ecker and Meltzer. The water bag method employed 
by Payne and Poulton *° was deemed too slow in regis- 
tration, since the severity and serious danger of the pain 
contraindicated prolonged recordings. In each case air 
inflation and pressure were maintained until the pain 
could not be borne any longer, whereupon pressure was 
immediately released when the patient signaled with his 
hand. In the two anginal cases the induced pain was 
identical with that experienced during typical anginal 
pain from exertion. In each case the balloon was 
guided fluoroscopically into the stomach and into the 
upper, middle and lower thirds of the esophagus, with 
recordings at these levels. 


RESULTS 

in the two anginal patients (1 and 2) typical anginal 
seizures occurred at each level of the esophagus and 
stomach, requiring between 40 and 60 mm. of mercury. 
Patients 3 and 4 experienced a feeling of severe epigas- 
tric distress and substernal fulness. Clinically after the 
treatment’ outlined later, patient 2 failed to experience 
pain even on moderate physical exertion, which could 
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the esophageal or gastric behavior of this patient were 
recorded. 

As evidenced by the negative kymograms of patients 
1 and 2 taken during and after anginal attacks, the 
esophagus and stomach are “silent” during paroxysms 
of angina pectoris. This refutes the assertions of 
Verdon * and the Jacksons.* 

Weiss and Davis" investigated the effect on the 
heart of distention of various portions of the esophagus 
in a group of normal subjects. No cardiac abnormality 
or irregularity was found in any case. 

Previous reports in the literature '* of electrocardio- 
grams taken by coincidence or with forced physical 
exertion during seizures present evidence of significant 
changes in the tracings, particularly in the ventricular 
deflections during the anginal attack, with the excep- 
tion of the articles by Wood and Wolferth**® and by 
Faleiro.** These changes were taken as support of the 
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1931. Wilson, Frank N., in Levy, R. L.: Diseases of the Coronary 
Arteries and Cardiac Pain, New York, Macmillan Company, 1936, fig. 85, 
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theory of the coronary spasm or the functional myo- 
cardial ischemia mechanism as the cause of angina 
pectoris. 

The electrocardiographic tracings of patient 2, which 
were entirely unchanged during the anginal paroxysms, 
support Wood and Wolferth’s contention that coronary 
spasm or functional myocardial ischemia is not the only 
factor in the pathogenesis of anginal seizures. In view 
of the complete cardiac standstill encountered in case 1 
and because of the case reported by Wilson ** in which 
death occurred thirty minutes after a test exercise to 
induce anginal pain, experimental methods of induction 
of angina pectoris should not be used without an under- 
standing of the possibly fatal outcome, as well as the 
precipitation of acute angina. 


PHYSIOLOGIC CONSIDERATIONS 

Nerve Pathways.—lIt is evident that a reflex nerve 
arc between the upper part of the digestive tract and 
the heart is involved during the paroxysms of angina in 
the cases herein reported. This is shown by the fact 
that consistent and analogous changes in the electro- 
cardiograms were produced by the distention of the 
balloons from the stomach to the uppermost level of the 
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was so severe that she attempted suicide, since merely 
swallowing food regularly induced fainting from hear; 
block (Adams-Stokes syncope). This patient, as the 
patients of Iglauer and Schwartz,* responded com- 
pletely to doses of atropine. 

Although the vagus nerve has no known sensory affer- 
ent fibers from the esophagus and stomach and the sensa- 
tion of pain from these organs cannot be propagated 
directly by the vagus, still it is well known that uncon- 
scious stimuli resulting in vasomotor (constrictor) and 
reflex inhibitory changes in the heart are transmitted by 
the vagus. Ranson,'* and Ranson and Billingsley ** and 
Stohr *® have shown by histologic studies and Hein- 
becker ?° has shown by studies in electrical conduction 
that both the vagal and the sympathetic cardiac rami 
are mixed sensory-motor nerves and have termed these 
afferent constituents the “viscerosensory” fibers. This 
is extremely significant in view of the anatomic fact that 
the ganglion nodosum of the vagus and upper sympa- 
thetic thoracic ganglions originate axons which pass 
directly and uninterruptedly to sensory endings in the 
heart and coronary arteries. However, it should not 
be forgotten that the stomach is innervated, aside from 
the terminal branches of the right and left vagi, by 
branches from the celiac plexus of the sympathetic 
trunk and that the greater splanchnic nerve terminates 
in the celiac ganglion. This has branches which can be 
traced upward in the sympathetic trunk as high as the 
first or second sympathetic 











Fig. 3 (case 4).—Hypertensive heart disease: Upper left, electrocardiogram lead 3 showing an example of 
constant ventricular irritability throughout attacks. Other tracings are lead 1, with the balloon in the upper, 
lower and middle part of the esophagus and the stomach, under pressures of from 25 to 40 mm. of mercury. 
RT changes are noted during induced Severe seizures of epigastric and substernal distress from experimental 
balloon distention in the stomach and esophagus. 


esophagus in three of the four cases. The nerve control 
of the latter structures is predominantly vagal, as well 
as involving the sympathetic nerve fibers. The only 
modification was the additional complete auriculo- 
ventricular standstill which occurred in case 1 when the 
attack was produced through distention of the stomach. 
This may have been due to a stronger vagal effect from 
the stomach than that occurring from the esophagus or 
to a greater threshold of vagal irritability in the 
stomach. The same mechanism of vagal reflex control 
from the stomach and esophagus to the heart is demon- 
strated in case 4, in which hypertensive heart disease 
was present with moderate left ventricular enlargement. 

Similarly, the cases of pathologic physiology in which 
cardiospasm produced heart block, the Adams-Stokes 
syndrome or vagovagal syncope, previously referred 
to,’® illustrate perfectly this reflex nerve arc from the 
esophagus to the heart. 

The stimulus of esophageal distention occurring in 
the cases of cardiospasm was the apparent precipitating 
factor. The condition of Weiss and Ferris’s* patient 
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thoracic ganglions, which 
are among the direct trans- 
mitters of sensory pathways 
for pain in the heart. Like- 
wise, besides the esophageal 
branches of the vagus, the 
sympathetic trunks con- 
tribute plexuses of nerves 
which form a group of 
ganglion cells between the 
two layers of the muscular 
coats and in the submucous 
tissue of the esophagus. 

By virtue of these inti- 
mate nerve relationships the 
ease by which nerve im- 
pulses, vasomotor stimuli and reflexes are interchange- 
able between the esophagus, the stomach and the heart 
is readily apparent (Spiegel **). 

Vasomotor Studies ——Brown-Séquard ** was the first 
who believed, in 1854, that cardiac behavior, after 
stimulation of the vagus and sympathetic (accelerator ) 
nerves, did not result from direct effect on muscular 
contraction but was due to vasomotor reactions. 

This problem has been investigated by a large group 
of observers who tend to believe that vasoconstrictor 
fibers are carried mainly in the vagus and dilators in 
the sympathetic nerves.2* They have shown that the 
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parasympathetic vagal centers are the source of vagal 
constrictor fibers and that they can be thrown out of 
action by atropine. Wiggers ** stated that vasocon- 
strictor branches emerge in the thoracic sympathetic 
outflow because the vagus trunk receives sympathetic 
branches from the superior cervical ganglion. These 
vasoconstrictor branches travel up into the cervical 
sympathetic chain to the superior cervical ganglion, 
cross to the ganglion nodosum and then pass down the 
vagosympathetic division to the heart. 

As Wiggers** pointed out, most observers are 
inclined to agree with Anrep and Segall,”® Hochrein 
and Keller 2 and Rein,?*? who stated the belief that 
tonic constrictor action is carried on by fibers from the 
vagus nerves. However, this controlling factor is still 
sub judice, and just as Porter ** in 1896 believed that 
he brought forward conclusive experimental evidence 
that the vagus contains vasoconstrictor fibers but later *° 
modified his views, so have other investigators *° 
stressed the important role of the sympathetic dilators 
acting through the stellate 
ganglion and reflexly affect- 
ing the coronary flow. 

On the other hand, Anrep 
and Segall ** have shown 
conclusively that the vagus 
mechanism predominates in 
a tonic control of the coro- 
naries and that this control A 
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CLINICAL INFERENCES 


A significant feature indicated by this study is the 
experimentally demonstrated fact that gas formation 
in the stomach or esophagus can, by accumulation and 
the distention of the viscus, directly produce severe 
cardiac derangement. Thus there may occur a 
paroxysm of angina pectoris or other vitally dangerous 
effects on the heart. In the nonanginal case, these 
dangerous sequelae are liable to occur with fatal results 
(patient 1). These “attacks” are promptly relieved 
by the quick release of the experimental distention, 
which is equivalent to the clinical observation that 
patients often terminate an anginal seizure or other 
acute symptoms referable to cardiac embarrassment by 
eructations of gas, as in belching. 

This has particular reference to the anginal patients 
with disorders and disturbances of the upper part of the 
gastrointestinal tract. Here the state of irritability or 
the sensitivity of the digestive tract, probably acting 
through the vagus nerve and possibly through the 

sympathetic branches as well, opens a 
reflex nerve are which can act as though 
a hair trigger were present in the upper 
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can be reflexly inhibited. Sah 
They demonstrated that the 
coronary flow is increased 
after vagotomy and _ that, 
although vagotomy will 
directly influence this coro- 
nary flow, no such effect 
occurs after removal of the 
stellate ganglion. Rein’s 
observations ** substantiated 
this view. It therefore be- 
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comes readily apparent how 
it is possible for stimuli from 
the vagal endings, as well 
as from the sympathetics 
during disturbances in the 
esophagus and stomach, to 
produce vasomotor changes 
in the coronary circulation 
resulting in “spasm” or ischemia or equivalents in the 
production of clinical pain of anginal nature or other 
myocardial dysfunction. 
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Fig. 4 (case 1).—Kymographic recordings of esophageal and gastric behavior through a balloon from the 
upper, lower and middle part of the esophagus and the stomach during typical anginal paroxysms. Upper 
row: left, control, midesophagus before induction of attack; center, normal peristaltic movements during 
anginal seizure; upper right, CD, “‘silent’’ esophagus during angina. Lower row: left, control in stomach 
before attack; center, CrH, slight gastric movements; HE, normal peristaltic movements; EF, “‘silent’’; right, 
PS, normal peristalsis during anginal seizure. Superimposed movements of tracing are due to cardiorespiratory 


part of the digestive tube. On stimulation this effects 
a sudden change in the coronary vessel or myocardium, 
or whatever mechanism it is that produces anginal pain, 
and other sudden cardiac changes involving syncope or 
even sudden death with or without coronary occlusion. 

This may be manifested as the sudden death occur- 
ring in cases formerly labeled “acute indigestion,” and 
even after Herrick’s explanation ** of those cases on 
the clinical basis of coronary death or deaths due to 
ventricular fibrillation or standstill, although the coro- 
naries were found to be normal by the pathologist. 
This point has been demonstrated recently in the series 
of cases with autopsies studied by Levy and Bruenn.** 
Numerous pathologists and cardiologists ** have reiter- 
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ated the observation that not infrequently anginal 
patients are found post mortem without the customarily 
observed coronary sclerosis, thrombosis or occlusion, 
infarction or myocardial fibrosis, or any disease process. 

It may be inferred from the probably complete sinus 
block occurring from gastric distention in case 1 that 
the patients formerly mentioned as dying of “acute 
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tem, demulcent medication, gastric and pancreatic 
enzymes, the use of sympathetic nerve sedatives such 
as ergotamine tartrate and the employment of the 
synergistic action of sedatives like phenobarbital. 
Hygienic care, mentioned as c, should be focused first 
on dietary regimen, establishing low carbohydrate 
intake, particularly of the foods tending to gas forma- 
tion, and the elimination of sweets. 
pastries, condiments and hot and 
cold foods. Attention must be paid 
to small frequent feedings, avoidance 
of overeating and overindulgence in 
tobacco and alcohol, the careful and 
thorough mastication of food, short 


lowing food ingestion, the adherence 
to the smooth, bland type of diet, 
and in the more severe cases avoid- 
ance of all but strained vegetables. 
The dictum “never. to eat when 





— eek) teem ra fatigued or nervously distraught” 
should be rigidly adhered to. Great 

. : ; ae t care must be taken of the bowel func- 
Fig. 5 (case 2).—This tracing, like figure 4, shows normal esophageal and gastric peristalsis, tion, avoiding laxatives and pur- 


ypnahtened throughout induced attacks of angina pectoris. 


indigestion,’ cardiac syncope, status anginosus or a 
“coronary” condition, with the heart normal at autopsy, 
may have died from reflex ventricular standstill or 
fibrillation of gastrointestinal origin. In this patient 
(fig. 2) it appeared that the standstill would have con- 
tinued, probably with fatal outcome, if the pressure 
had not been immediately relieved. Acute anginal pain, 
immediately followed by transient unconsciousness, was 
experienced simultaneously. 


THERAPEUTIC INDICATIONS 


The experiments reported herein point to the pre- 
dominant vagal influence in sensitizing the pain pattern 
in angina pectoris and to direct medication which would 
(a) dull or decrease the sensitivity or irritability of the 
vagus nerve or autonomic nerve system, (>) decrease 
or nullify any tendencies to gastrointestinal disturbances 
in motility, secretion and general function and (c) 
regulate the hygiene of the digestive tract to remove 
or minimize any additional noxious influences on the 
vagus or autonomic nerve system, to be accomplished 
by strong antispasmodics, which must be given in 
saturation dosage, shown by Bastedo *° to be effective. 
Atropine, belladonna and derivatives are strongly indi- 
cated in the control of angina associated with any 
gastrointestinal symptoms or disturbances. 

Iglauer and Schwartz * and Weiss and Ferris * were 
able to abolish completely the heart block of their 
esophageal patients with cardiospasm by the use of 
atropine. This shows the attacks to have been in the 
nature of a vagovagal reflex, precipitated by irritation 
of the vagal receptors in the esophagus and stomach. 
This substantiates our concept of the intimate vagal 
and sympathetic nerve relationship existing between 
the upper gastrointestinal tract and the heart in patients 
with cardiac and digestive difficulties. It is apparent, 
therefore, that the atropine-belladonna group of drugs 
should be incorporated as a routine medicament for 
these persons. 

The objective designated as b can be achieved by 
antacid alkali powders and incorporation of calcium 
preparations for sedative action on the autonomic sys- 


35. Bastedo, W. A.: Value of Atropine and Belladonna in Stomach 
Disorders, J. A. M. A. 106: 85 (Jan. 11) 1936. 





gatives but employing nonirritant 
lubricants such as liquid petrolatum, 
refined psyllium seed combinations and the mild saline 
aperients as contained in the spa waters. Abdominal 
support as suggested by Kerr for anginal patients has 
long been used by gastro-enterologists in selected cases 
with encouraging results. The exact therapeutic mecha- 
nism is not understood, since it is known that most of 
the patients show no elevation of the digestive organs 
under x-ray study despite the presence of visceroptosis 
and yet are often definite in noting relief of digestive 
complaints. 

A significant fact has been discovered by Katz,** that 
ingestion of sodium bicarbonate appreciably delayed 
the pain experienced by human subjects in the exercis- 














Fig. 6.—Recording apparatus and site of anginal pain with radiation in 
one case. 


ing arm. This was held as evidence of the P substance 
which Lewis, Pickering and Rothschild ** believed 
representative of the accumulation of the metabolic 
products formed by contracting muscle. These products 
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are thought to be identified with lactic acid and com- 
prise the chemical stimuli to the pain endings in the 
heart. 

Relying on these observations, we are administering 
alkali powders in accordance with the same idea, to 
reduce the threshold for the pain endings in the heart 
as well as for gastric antacid effect. An attempt at 
alteration of the blood py is thus made, and since the P 
substance is acid in character, the increase in blood 
alkalis may therefore tend to neutralize the P substance 
and reduce the threshold for cardiac pain or its equiva- 
lents. 

The measures just described would naturally be 
aided by the usual therapeutic adjuvants, including the 
xanthine group of derivatives such as theophylline with 
ethylene diamine, glyceryl trinitrate, curtailment of 
strenuous exertion, either mental or physical, and 
similar treatment and more gratifying clinical results 
will thus be obtained than by one regimen per se. 

Studies are planned on a controlled group of patients 
in private and clinic practice who have been studied 
and placed on varying combinations at different times 
of the drugs just mentioned Many of these patients 
during the past years have shown surprisingly encourag- 
ing symptomatic improvement and reports will be made 
after the lapse of more time for controlled and critical 
observations on a larger group of patients, with differ- 
ent types of treatment. 

The physiologic rehabilitation of a vulnerable and 
disordered gastrointestinal tract associated with the 
anginal syndrome may thus be analogous to the marked 
improvement and clinical cures reported by Fitz-Hugh 
and Wolferth ** of patients with angina or myocardial 
or coronary diseases following cholecystectomy for 
gallstones. These authors made the original contribu- 
tion of demonstrating the return to normal of inverted 
SR segments in electrocardiographic leads 1, 2 and 3 
as early as six weeks after cholecystectomy for stones. 
The disappearance or improvement of various cardiac 
symptoms, including anginal pain, was frequently noted. 

No better demonstration of the reversibility in this 
direct relationship between the gallbladder and heart 
could be made and corroborated by the electrocardio- 
graphic recordings. Similarly it is our contention, 
based on the evidence submitted, that a corresponding 
influence on the heart can be wrought by functional 
as well as organic disorders of the esophagus and 
stomach. These can frequently be combated success- 
fully by the treatment described. 


SUMMARY 

1. A reflex nature in acute cardiac seizures and 
attacks of angina pectoris in patients with gastro- 
intestinal disturbances was demonstrated as springing 
probably from the vagal nerve arc originating in the 
stomach and esophagus. This was accomplished by an 
experimental method simulating gaseous distention and 
flatulence. 

2. Experimental evidence was obtained demonstrat- 
ing sudden cardiac changes from acute gaseous disten- 
tion. This was reproduced in the upper digestive tract 
of patients with heart disease. 

3. The temporary cardiac standstill from distention 
in the stomach of one patient indicates that by a reflex 
it is possible to cause sudden deaths from cardiac stand- 
still in this manner. In this patient cited, the heart 
resumed beating immediately on the release of the 





38. Fitz-Hugh, Thomas, Jr., and Wolferth, C. C.: Cardiac Improve- 
nent Following Gall-Bladder Surgery, Ann. Surg. 101: 478 (Jan.) 1935. 
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intragastric balloon distention, during a paroxysm of 
anginal pain, which was immediately followed by tem- 
porary unconsciousness. 

4. For that large group of cardiac patients with such 
digestive disturbances as gaseous distress, flatulence and 
dyspepsia, methods of ameliorating the intensity and 
frequency of cardiac distress or anginal seizures were 
developed by combinations of drug, dietary and hygienic 
therapy as a routine procedure. 

5. Acute spasmodic incoordinated movements of the 
esophagus and stomach are not the cause of attacks of 
typical angina pectoris and do not occur during them, 
as stated by certain observers. 

6. Electrocardiographic studies during characteristic 
anginal attacks induced through the digestive tract 
revealed significant ST segment changes in one case 
and a complete temporary cardiac standstill in another 
when the attack was initiated by distention in the 
stomach. 

7. One patient registered no electrocardiographic 
changes during anginal paroxysms. This is offered 
as corroboration of the concept that the coronary 
arteries are not the sole factors involved in the pro- 
duction of anginal pain. In this case, in which anginal 
seizures had completely disappeared under intensive 
treatment, anginal pain could not be induced experi- 
mentally or clinically by moderate exertion. 

255 South Seventeenth Street—4901 North Thirteenth Street. 





GERIATRICS IN RELATION TO AN 
ADEQUATE ENERGY PRODUCING 
AND PROTECTIVE DIET 


E. L. TUOHY, M.D. 
DULUTH, MINN. 


The word geriatrics, like many expressive medical 
terms, is derived from the Greek. Masters introduced 
it in a thesis in 1914. It was suggested by the name of 
a council of twenty-eight wise elders known as a 
“gerousia.” It is said that to these men “Religion lent 
an aura and wisdom a shield; what they had accumu- 
lated lent wisdom to their heirs.” More specifically, 
the word is compounded from “geron,” meaning “old 
man,” and “‘iatrikos,” meaning “medical treatment.” 

In 1925 Williams featured the endocrine lapses in 
senescence, and the freudian considerations of person- 
ality changes led to much popular discussion of gland- 
ular transplants and the surgery of the Voronoff and 
Steinach school. The turn of the century witnessed 
much enthusiasm over curtailing “autointoxication” 
through diet and unwise limitation of proteins. Prof. 
A. S. Warthin carried to a depressing ultimate an anal- 
ysis of the simple running down of the clock, or 
“senescence.” This symphonic arrangement called atten- 
tion to the advantage accruing to the individual in the 
toning down of certain of his organs or faculties and 
went further to express the advantage to the race 
through the individual’s demise. Indeed, every man 
has had his own ideas, and those who have made 
addresses on public health realize how eagerly listeners 
reach out for dogmatic statements concerning explicit 
dietary guides for promoting fitness and extending life. 
Floyer put it this way: “Every man is a fool or 
becomes a physician when age is upon him.” 





From the Department of Medicine, the Duluth Clinic. 

Read before +he Section on Gastro-Enterology and Proctology at the 
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I introduce the term chiefly to present an antidote to 
the long popular slogan “We dig our graves with our 
teeth.” In my state physicians see some undernutrition 
due to economic adversity. We see more which is the 
result of perverseness of appetite in the midst of plenty. 
The largest group is found, however, among older 
persons who limit themselves needlessly because of 
faulty advice or inherent fear. Thus we have no class 
comparable to the anemic group in Puerto Rico or the 
pellagrins in the Southland of the United States, where 
wholesale preventive methods are applicable. Our 
dietary problems concern certain individuals of highly 
varied tastes and equally diverse backgrounds. Geriat- 
rics should interest us as physicians not alone in the 
classic philosophic euphemisms that have lent an aura 
of repose to the. senile in exchange for activities 
denied. Rather must we take up its practical physical 
aspects and preach less fear of food with people over 
the age of 50. I propose to hold my discourse for the 
most part to that phase of medical direction for the 
aged. 

Economists and sociologists proclaim that we face “a 
decrease of 50 per cent of nonproducers under 20 in 
coming decades, with the percentage in the same group 
over 60 greatly increasing.” We are to have a decidedly 
larger proportion of old people among our patients. 
Christian * has recently fully discussed these issues and 
their significance.* Internists must cultivate this field 
and take some lessons from the pediatricians who, 
with adequate diets and fat soluble vitamins A and D, 
have done so much for their dwindling clientele. Chil- 
dren have been not only saved as infants but carried 
through their period of growth and adolescence into a 
vigor that withstands infections, rheumatic or tuber- 
culous, and rickets and scurvy are indeed rarities. 
With the senescent group, vitamin B,, the vitamin B 
complex and vitamin C play significant roles. The 
current trend, however, in adjudging undernutrition 
is to overstress the avitaminoses. When the vitamin 
lack is proved one, should first be assured that this 
usually points to the broader circumstance that a period 
of dietary deprivation of essential food elements and 
minerals has obtained. The stored water soluble vita- 
mins are first to run low when intake is lessened, 
absorption depressed and energy demand augmented. 
Limited storage and concurrent use, as with oxygen, 
lead to a deficiency in which anorexia, vomiting, diar- 
rhea, polyuria, fever, hyperthyroidism, psychic perver- 
sion, faddish dieting and many other similar situations 
obtain. Vitamin B, is of the utmost importance in 
carbohydrate metabolism. Carbohydrate is apt to be 
the chief constituent with anorexic folk or those put 
on ill advised diets by their physicians. Castle has said 
that selecting from these groups is the best present 
means of finding avitaminoses. 

At the present time there is no simple clinical labora- 
tory test which can be applied for avitaminosis B. It 
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numbers of elderly people who are liable to have pneumonia and frequently 
die from it. Surgical intervention continues to be the main hope of relief 
for most internal cancers. If these patients are to be operated on, every 
ae of preoperative preparation, including dietary regimen, should be 

mage At various stages during the course of chronic hyperpiesis, 
dia tes and all the states exhibiting hemopoietic inadequacies, all need 
the vitalizing stimuli that follow when appetite induces zestful eating and 
when the liver and gastrointestinal tract function coordinately. The reader 
of Christian’s — ul paper will find the detail and argument which space 
and the scope of my discussion limit. 
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would greatly aid if, for example, there were a test 
for lack of B, comparable to the hemoglobin estimation 
for iron deficiency. Elvehjem,? of Madison, Wis.. 
thought that he had a promising test for the level of 
cocarboxylase (which runs coordinately with vitamin 
B,) but the methods followed did not work out. Wol- 
bach, * with his associates, has made an earnest attempt 
to portray the imprint on tissues and organs of the 
various avitaminoses. He states, “In some instances we 
have succeeded tor the requirements of morphologic 
characterizations, but with the members of the B group, 
B, and B, components, we have failed, possibly because 
the chemistries involved are common to many tissues 
and concern energy processes not involving structural 
maintenance, and hence unaccompanied by distinctive 
morphological changes.” At the same time, researchers 
have made great advances (biologic and chemical) and 
many of the vitamins have been identified, crystallized 
and in some cases synthesized either in the provitamin 
form, such as carotene, or as the vitamin itself, vitamin 
B,, first isolated by Jansen and Donath (1926) and 
crystallized and synthesized by Williams * and his con- 
freres in 1934 after twenty years of unremitting effort. 
With this identification and purification it became evi- 
dent that all vitamin groups are assortments or com- 
plexes and that they are less related to one another 
chemically and physiologically than they are to tissue 
enzymes, which often overlap with the vitamins. 

A stupendous series of articles dealing chiefly with 
the various vitamins has appeared in the last decade. 
It has come from biochemists, zoologists, agronomists, 
physiologists and physicists rather than from the clin- 
ical branches of medicine. The manner in which R. R. 
Williams synthesized vitamin B, and gave it the name 
thiamin (a union of thiazole and pyrimidine), using 
ultraviolet absorption spectrum methods, illustrates the 
subtle coordination of the instruments of the related 
basic sciences to accomplish a modern miracle. As soon 
as the potentialities of such discoveries were sensed, 
enormous interest developed. THE JouRNAL opened its 
columns to a series of articles by research workers 
beginning with the issue of Feb. 5, 1938, and with only 
three or four exceptions continuing up to the issue of 
November 5 of the same year. The lay press found 
much of this newsworthy. Even the most conservative 
pharmaceutic houses began a bombardment of the 
medical profession with every degree of claim and per- 
suasion. Avalanches of advertising (much of it by 
radio) by the manufacturers of all sorts of substances 
could scarcely help engendering a high degree of med- 
ical disgust and skepticism. Was it possible that all 
this splendid research should lead chiefly to illegitimate 
exploitation? As a result one may well show some 
hesitancy and trepidation in venturing any discussion 
in the field of vitamin therapy. 

There have been many conservative clinical appraisals. 
Minot * and others have recently summarized what is 
known or hoped for concerning vitamins and _ their 
exhibition under the general title “Nutritional Defi- 
ciencies.” The title is significant. The field of general- 
ities has been amply covered. There is presently a 
place for reports, limited in scope, regarding specific 
items. There are now available for clinical as well as 
laboratory research the crystalline (and therefore pure ) 
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substances thiamin chloride (B,), riboflavin (B,) and 
nicotinic acid. These are pharmaceutic agents. The 
food sources of these substances are well known. The 
felds, the garden and the grocery store are still the 
correct source of routine supply. Persons with normal 








Fig. 1.—The barium filled stomach of a 59 year old man with diabetes 
and tabes at first examination: atony, transverse position and dilatation. 
Extreme retention resulted. 


appetitites who get satisfaction from a wide variety 
of foods obtain through mother nature’s liberality as 
much of these substances as they need. But all sorts 
of dire vicissitudes including hypertension, cancer, heart 
disease or Bright’s disease have been erroneously 
attributed to overindulgence. Sane eating as an esthetic 
accomplishment and a physiologic requirement has not 
maintained the social dignity imparted to the art by the 
gifted Brillat Savarin. Many persons either do not or 
cannot eat. Acute and more or less temporary condi- 
tions arise in which the drugstore’s pharmaceuticals 
are of the greatest aid in restoring balance. 

Where, therefore, may one use these concentrates 
with advantage? The liverature is gradually giving 
some of the answers. The Spanish War isolated a 
large segment of the population, whose meager rations 
promptly gave a chance to try out the pellagra preven- 
tive properties of nicotinic acid. The reports of Spies 
and others in this country are convincing. Sebrell and 
Butler,’ using a Goldberger and Tanner diet with a 
group of women, have recently demonstrated the 
capacity of synthetic crystalline riboflavin to cure and 
prevent certain lip lesions commonly seen in under- 
nourished women. Thus even within a vitamin group 
there is distinctive functional specialization. Natural 
ioods evidently assemble the proportions of these prin- 
ciples essential for maintaining normal metabolism. 
Undernourished, tired folk are not normal. Relatively 
slight exertion gives them cramps and aches. Any 
suggestion of rheumatism or arthritis, and they adopt a 
sclective diet. Many such patients may well have minor 
vrades of avitaminosis. However, the sign by which 
substantial selective vitamin therapy is indicated is best 
found in acute physiologic breaks in the presence of 
known disease. I maintain that by such selection we, 
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as therapists, may best establish our confidence in vita- 
min concentrates as pharmaceuticals. Castle* has 
vividly stated that vitamins are to the body what oil is 
to the crank case; hard driving increases both the need 
and the consumption of oil. So suspect avitaminosis 
B where energy wastage has occurred (hyperthyroid- 
ism) or gross water loss as in diabetes, severe vomiting 
or diarrhea. This approach has given me the correct 
lead in the following instances, which I propose briefly 
to summarize : 


A man aged 50 at the time of death had had successful 
surgical treatment for exophthalmic goiter eleven years pre- 
viously. For three years he was known to have diabetes. 
Insulin was necessary for adequate control. He had a normal 
heart, both shortly after his goiter operation and later. For 
a month prior to death he had difficulty in managing his diet 
and insulin. His physician reported that diabetic coma devel- 
oped after two weeks of nervousness, apprehension and weakness 
with some vomiting. The routine high fluid intake and large 
doses of insulin promptly restored him. His heart was still 
normal both by usual standards and by x-ray outlines. He 
was kept for a week on a stabilizing regimen and was dis- 
charged from the hospital. Five days later he was brought 
back in obvious collapse from congestive heart failure. Six 
days of diligent effort to restore cardiac competence failed. At 
autopsy both ventricles were widely dilated without evidence 
of previous hypertrophy. The muscle showed hydropic degen- 
eration. The Wenkebach heart of beriberi, or that which Soma 
Weiss and others have described in death from chronic alcohol- 
ism, was found. 


The tissue identification of this entity leaves much 
to be desired but it is the most logical present explana- 
tion. I resolved to keep this situation in mind and soon 








Fig. 2.—Appearance after parenteral injections of thiamin chloride. 
The stomach shows normal position and tonus and emptied normally. 


had an opportunity to profit therefrom. The following 
summary briefly catalogues the evidence and observa- 
tions on an elderly man: 


A man aged 59 had a 50 pound (23 Kg.) weight loss in two 
years, going down from 151 to 101 pounds (68 to 46 Kg.). 

For months his appetite had been extremely poor. He had 
become a hypochondriac centered on his constipation. Violent 
catharsis had only exaggerated his distress. 
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At 18 years of age he had had syphilis, receiving at the 
time very little treatment. Five years prior to my observation 
he had been reviewed at a venereal clinic and found to be 
tabetic. He received the usual diligent but stereotyped series 
of injections so popular with syphilologists but at times accorded 
rather dubious approval by internists. His tabes was well 
established. 

Two years before his present illness, while he was under- 
going antisyphilitic treatment, it was found (since he had 
nocturia and weight loss) that he had diabetes. An attempt 
had been made to direct his diet. However, he proclaimed 
that he had a dry, parched throat and that no one paid any 
attention to these complaints and to his inability to swallow. 
The dysphagia was gradually increasing. He described this 
situation well and asserted that after eating a few mouthfuls 
“the stuff didn’t seem to go down” and that after he had 
finished eating there was a tendency for it to come back up 
into his throat. Assiduous search was made for an esophageal 
diverticulum. While the barium sulfate was said to pass down 
rather slowly, nothing else was found except that the stomach 
was uncommonly dilated with much retention and without 
evidence of pyloric obstruction. There was a moderate amount 
of sugar in the urine. 

With the roentgenologist’s supposition that there was some 
possible obstruction beyond the pylorus, the patient was hospi- 
talized for close observation. Twenty-four hours after the 
first barium study he still had a large amount of barium sulfate 
in his stomach. The esophagus was reexamined and the 
appearance was as before. At a later study with a small amount 
of thick barium sulfate solution the gastric wall was described 
as showing “bizarre hyperplasia of the stomach folds or possible 
polypoid formation.” Any attempt to lavage the stomach 
encountered the greatest difficulty. Siphonage was slow. It 
returned a conglomerate of mucus, a few food remains and sticky 
barium sulfate. There was no free hydrochloric acid present. 
(In retrospect, we did not appreciate the factor of vigorous 
gastric contractions in forcing stomach contents up through 
the tube. This man lacked such contractions.) 

The patient was given 1 cc. of a solution of thiamin chloride 
(3,000 international units) parenterally, and this was repeated 
twice in the next twenty-four hours. Thereafter 1 cc. was 
administered daily. On the evening of the second day, when 
an attempt was made to lavage his stomach, surprisingly it 
was found to be empty. The accompanying illustrations are 
reproductions of roentgenograms of the stomach filled with 
barium sulfate suspension, before the giving of thiamin chloride 
and thereafter. Within two days a ravenous appetite had 
developed which it was difficult to appease. Two days later 
there was considerable diarrhea, which the patient himself 
considered a crowning triumph. Insulin was not given for a 
few days, and later on, as he began to eat more or less nor- 
mally, it was found that his insulin needs were moderate. 

He picked up rapidly and began to add some weight. His 
whole appearance changed from that of extreme emaciation, 
with evidence of dehydration, to an exuberance that was strik- 
ing. His appetite lagged occasionally, and on these occasions, 
while he was on a substantial diet, the giving of thiamin 
chloride hypodermically seemed to have no appreciable effect. 
His vitamin B: requirements seemed to be provided by the diet 
he was assimilating. 

COMMENT 

Two other instances of severe diabetic coma have been 
successfully treated, in which thiamin chloride was 
given parenterally together with insulin and fluids. The 
impression gained was that less insulin was needed 
than usual, and far less fluid was administered than in 
the usual Joslin regimen. I have advised and tried 


thiamin chloride for a wide variety of conditions, 
especially for elderly persons, old prostatic patients in 
preparation for operations, patients with herpes zoster 
or sciatica and a few with hyperthyroidism; however, 
it is most difficult to adjudge the results when varied 
methods of therapy overlap. 


The limited specific 
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observations just presented are therefore detailed 
because of what they connote rather than because of 
novelty. 

Biochemical considerations behind the physiologic 
action! of thiamin chloride attest intricate relationships. 
That it occurs abundantly in yeast ® is no accident. [t 
is essential wherever carbohydrates are broken down, 
In cooperation with tissue enzymes it expedites the 
breakdown of dextrose to the ultimate release of energy 
and the production of carbon dioxide. In its absence 
the breakdown is stopped at the level of a two ketone 
acid called pyruvic acid. For years the radio has been 
telling listeners that every one should take yeast. 
Inertia of the intestinal tract has been euphoniously 
mentioned under various delicate disguises. One may 
use this particular item to ask some broader questions 
about purified vitamins in general and their use as 
pharmaceuticals. Physicians are trained to strive 
increasingly to make accurate diagnoses in terms of 
disease entities. Thus one feels a thrill of accomplish- 
ment when one “proves” that a person has “diabetes” 
or “tabes” or both, as my patient has. However, behind 
and beyond these and similar designations is the person 
whose body balance, or “homeostasis,” as Cannon would 
say, is upset. Alvarez’? has often clarified these 
principles. 

Surgeons are acquiring a productive technic in terms 
of water balance, upper intestinal obstruction, anorexia 
or blood volume. In this aspect it is not desirable to 
make less specific diagnoses, but they should be extended 
and augmented by efforts to ascertain the state of physi- 
ologic balance. Some people live carrying about a 
museum of diseases; others die with most of their 
organs intact. “Physiologic deaths” are not uncom- 
mon. I make no plea to adopt blindfoldedly all the 
compulsive advice of the parade of detail men that 
floods physicians with kaleidoscopic sequences of phar- 
maceutic combinations. Nevertheless, one should not 
insulate oneself against an attempt to use such products 
as are based on sound research and reasonable premises. 
The penalties of unwise application of researchers’ dis- 
coveries may not be imposed on those who make them. 
The clinician is fortunately permitted much empiricism. 
It was thus that Withering established digitalis, and yet 
that famous drug is a “sovereign remedy” in a rather 
limited field of cardiovascular failure. 

A huge volume of vitamin concentrates is sold to the 
public. Few physicians have failed to order the various 
combinations or isolated products. We have used them 
much as our predecessors used “bitter tonics.” Reason- 
able honesty compels us to weigh the need of much of 
this treatment. On the other hand, my patient with 
extreme gastrointestinal atony—of esophagus, stomach 
and intestine—had a remarkable response to parenter- 
ally administered thiamin chloride. The claims of 
researchers that vitamin B, has such effect is supported. 
If avitaminosis B, can produce marked dilatation ot 
the heart it appears also to have a similar effect on 
other hollow muscular viscera. The pharmacologic 
powers of these concentrates should be thus tried and 
tested when the indications exist. The field for such 
use of thiamin chloride may be inferred, and it may be 
given in substantial doses, especially when elderly 





9. A recent number of the jomssel of the American Chemical Society 
discusses the recent research of Prof. R. J. Williams (brother of R. R 
Williams). He has established pantothenic acid as a universal vitamin. 
He isolated it from yeast. Jukes from California and Wooley, Waisman 
and Elvehjem of Wisconsin have confirmed his observations of growth 
promotion not only in the lower but in the higher forms as well, “thus 
demonstrating the kinship of the whole organic world.” ‘ m 

10. Alvarez, W. C.: Advances in the Treatment of Indigestion, Wis- 
consin M. J. 38: 269 (April) 1939. 
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patients are pitted against severe physiologic impair- 


ment. This selective utilization promises to promote 
sanity in the field of vitamin therapy. The elderly 


should not be stuffed to overloading. If arteriosclerotic . 


patients with or without angina pectoris are watched, it 
will be found that they tolerate four light meals better 
than two heavy ones. Their celiac and their coronary 
arterial sufficiency are subject to the same limitations in 
terms of energy demand. When heavy meals distress 
them they leave out many articles, supposedly because 
of qualitative distress. Muscular inadequacy of the 
gastric wall is a more likely explanation of the distress ; 
it is comparable to the leg pains seen in claudication. 

The purpose of this paper is fivefold: 

1. To emphasize the growing importance of geri- 
atrics. ; 

2. To urge, without commending overindulgence, 
freer diets and less fear of food with older people. 

3. To reaffirm the principle of getting the necessary 
protective elements (vitamins) from an ample diet. 

4. To present evidence that thiamin chloride has a 
specific action, through its function in promoting 
carbohydrate metabolism, in restoring muscular ade- 
quacy to the gastrointestinal tract when prolonged 
deprivation has obtained. 

5. To suggest that further limited and specific obser- 
vations on the parenteral use of the various vitamin 
concentrates furnishes a better means of evaluation 
than the indiscriminate prescribing of heterogeneous 
combinations. 


ABSTRACT OF DISCUSSION 

ON -PAPERS OF DRS. MORRISON AND SWALM AND DR. TUOHY 

Dr. SEALE Harris, Birmingham, Ala.: The experimental 
work of Drs. Morrison and Swalm was well done and inter- 
esting but after having practiced gastroenterology and internal 
medicine for a good many years I haven’t found any case of 
any organic heart disease or any death that I thought resulted 
from any vagal conditions or reflexes from the vagus. Dr. 
Tuohy’s paper on geriatrics is important, and the experiment 
of geriatrics is coming and it should begin where the pediatri- 
cian leaves off. The trouble about it is that after men have 
spent a lifetime or fifty years with unhygienic habits and a 
wrong diet they expect doctors to renew them in every way. 
Feeding these old people every three hours day and night when 
they are awake, I think, has a good deal of importance. These 
old men and old women all have vitamin deficiency. The best 
place to get the vitamins is in food. The life insurance people 
know to their sorrow that the overweight man dies many 
years before his time comes. You don’t see the overweight 
man living to be a hundred years old. The significant thing 
that is said is that on his ninety-ninth birthday he had a big 
party and wore the same clothes that he did when he was 
twenty-one. The man who goes through life light weight will 
live longer. 








The Style of Life.—The mental attitude, or what Adler 
calls the style of life, is founded in the first five or six years 
of childhood. From this time onward the answers to the ques- 
tions put by life are dictated by an almost automatic response 
based upon this style. The power motive will express itself quite 
differently in an only child, the eldest child, the second child or 
the youngest child. It is a profound mistake to think that 
children of the same parents living in the same home have the 
same environment any more than they have an identical germ 
plasm. The style of life then formed has later on to adapt itself 
to three great questions—Society, Occupation, Sex, which we 
may call the SOS of each individual. Only if he can make 
suitable adaptations to these three can he be happy and fit— 
Langdon-Brown, Sir Walter: Thus We Are Men, New York, 
Longmans, Green & Co., 1939. 
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THE TUBERCULIN PATCH TEST AND 
THE MANTOUX INTRA- 
DERMAL TEST 
A COMPARATIVE STUDY ON SEVEN HUNDRED 
SCHOOL CHILDREN 
A. J. PEARSE, M.D. 

RALPH I. FRIED, M.D. 


AND 
VERA A. GLOVER, R.N. 
CLEVELAND 


The case finding program of the Cuyahoga County 
Health Department for tuberculosis control includes 
the routine tuberculin testing of the children in the first, 
seventh and tenth grades of the schools under the juris- 
diction of the department. The method of testing 
employed prior to the year 1939 was the Mantoux 
intradermal test of the first and second strength puri- 
fied protein derivative. 

The Mantoux test, while very reliable, proved to 
have many disadvantages. This year the commissioner 
of health decided to substitute the tuberculin patch test 
as devised by Vollmer. We felt that an opportunity 
was presented to us to make a thorough comparison 
of the Mantoux and patch tests and to determine the 
reliability of the latter as compared to the Mantoux. 
So with the cooperation of the school boards and the 
Anti-Tuberculosis League of Cuyahoga County, who 
furnished the material, we prepared to do both the 
Mantoux and the patch test on as many children as 
possible ; 712 were completed. 


PROCEDURE 


Patch tests used were those devised by Vollmer and 
manufactured by Lederie. Thin filter paper is saturated 
with tuberculin, dried and cut into squares 1 by 1 cm. 
and placed on adhesive tape 1 by 3 inches in size. Each 
strip of tape contains two tuberculin test squares placed 
on each side of a control square, the latter consisting 
of filter paper saturated with glycerin broth. Through 
the natural moisture of the skin (insensible perspira- 
tion) the tuberculin is dissolved and absorbed suf- 
ficiently to render a reliable cutaneous reaction. 

The site of choice for the patch test was the skin area 
between the scapulae just to the right of the midline. 
This area was chosen in preference to the sternum or 
forearm for these reasons: 


1. It is a convenient area for application and removal. 

2. It is an inconvenient area for the patient to scratch or to 
remove the patch. 

3. There are very little creasing and wrinkling of the skin. 

4. There is minimum interference from body hair. 


The skin was cleansed and defatted by the use of 
acetone with a moderate amount of rubbing. Then the 
patch was firmly applied. It was removed in forty- 
eight hours and read forty-eight hours after removal. 
Experience taught us that it was much better to read 
the test forty-eight hours after removal. If there was 
any nonspecific reaction due to irritation from the 
adhesive tape this would disappear in forty-eight hours, 
while the specific reaction to the tuberculin became 
intensified during the delay. 

At the same time as the patch test was done a Man- 
toux test with first strength purified protein derivative 
was done on the left forearm. This test was read in 
forty-eight hours and if negative a second strength 
purified protein derivative Mantoux test was done. 
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To recapitulate for the sake of clarity, on Monday 
each child received the patch test and first strength 
Mantoux. On Wednesday the patch was removed and 
the Mantoux read and if the latter was negative the 
second strength Mantoux was done. The patch test 
and Mantoux were both read on Friday. 

All the testing and reading of the tests were done by 
one physician of the staff so that any error which might 
arise in interpretation would be minimized. 


INTERPRETATION 

The criterion for calling the patch test positive was 
the presence of follicles or papules on an erythematous, 
indurated base under the area of the square of filter 
paper. The criteria for reading the Mantoux test as 
positive was an area of erythema with induration. 

Before presenting the statistics on the comparison 
of the two tests, let us point out some of the difficulties 
of doing the Mantoux test on a large scale. 

1. Number 1 on our list is hysteria. Surprisingly 
enough we had less trouble doing intradermal work on 
children in the first grade than on those in the upper 
classes. When the older children lined up for the Man- 
toux test, in a few minutes we often had a group of 
highly excited pupils. We had as much trouble with the 
boys as with the girls. Sooner or later syncope over- 


Statistics 








P..3. Ds Be. P. P. No. 2 Patch 

35 positive 
97 positive 
21 negative 
67 positive 
492 negative 


35 positive 

97 negative 97 positive 
21 negative 21 positive 
67 negative 67 negative 
492 negative 492 negative 





took some one and then as often as not we were treated 
to a fine spectacle of mass syncope. Even if this ordeal 
passed without serious injury, the school authorities 
and the Parent-Teachers Association were far from 
pleased. 

2. The Mantoux test requires syringes, needles and 
sterilization. It requires the presence of a physician; 
if two dilutions are used, it requires his presence on 
three days. The purified protein derivative dilutions 
are made fresh daily and if the whole bottle is not 
used the rest is wasted. 

3. The Mantoux test is traumatizing, which is a 
procedure to be shunned as often as possible in good 
pediatric practice. We are securing many more parental 
permissions for testing when we use the patch test 
exclusively. 

4. The nurse can make patch tests of any contacts 
she may discover on a home call. 

5. The Mantoux test often produced severe local 
reactions. Erythema and induration were occasionally 
followed by necrosis and sloughing. The Mantoux test 
has been known to cause severe constitutional reactions. 
The patch test has never been known to cause a con- 
stitutional reaction and but few unpleasant local reac- 
tions. 

6. The patch test has proved to be less expensive 
than the Mantoux. 

If the patch test can be shown to be as reliable and 
sensitive as the Mantoux, for the reasons enumerated 
it should be the method of choice for large scale tuber- 
culin testing in school health work. 

Krom the figures given in the accompanying table 
it can be seen that there was complete correlation 


between the Mantoux and patch tests in 624 children 
tested, or in 87 plus per cent. This compares closely 
to the figure of 89 per cent obtained by Vollmer and 
Goldberger. 

Sixty-seven cases, or 9 plus per cent, were positive 
to the patch test only, while only twenty-one cases, or 
2 plus per cent, were positive to the Mantoux test. 

The conclusions that can be drawn from these figures 
are that there is a high degree of correlation between 
the tuberculin patch test and the Mantoux and that the 
patch test is slightly more sensitive than the Mantoux. 


COM MENT 


All the testing and reading of these tests was done 
by one physician. Also the patch test was always read 
first without knowledge of the Mantoux. Just as in all 
tests, the very positive and very negative tests were easy 
to read. The in between reactions required a certain 
amount of skill, but on the whole it was the impression 
of the physician reading the tests that there was less 
doubt using the patch test than the Mantoux. 

The true reading of the Mantoux test is frequently 
obscured by the fact that the needle trauma produces 
a certain amount of erythema at the site of injection. 
The presence of follicles under the patch were always 
diagnostic of a positive test. There was surprisingly 
little confusion from adhesive tape irritation, especially 
if the reading was delayed until forty-eight hours after 
the removal of the patch. 

The twenty-one cases showing a positive Mantoux 
and negative patch test require some explanation. In 
two of these twenty-one cases the Mantoux was at least 
three plus and the patch unmistakably negative. We 
can offer no explanation for this except that perhaps 
the patches used were of faulty manufacture or that the 
children got the tests wet. The other nineteen cases 
were all one plus Mantoux or doubtful positives and 
in many of these the patch test was doubtful. The 
sixty-seven cases in which the patch test was positive 
and the Mantoux negative can be explained by the fact 
that the concentration of tuberculin on the patch is 
greater than that of the Mantoux which we used. 

There were very few Negroes in the series, so no 
comment can be made on the use of the patch test on 
a colored skin. 

SUMMARY 

Seven hundred and twelve school children were given 
both the tuberculin patch test and the Mantoux test, 
first and second strength purified protein derivative. 

Six hundred and sixteen had either both tests posi- 
tive or both negative, the percentage correlation between 
the two tests in this series being 87 plus. 

Sixty-seven had positive patch and negative Mantoux 
tests. 

Twenty-one had positive Mantoux and negative 
patch tests. 

CONCLUSIONS 

The tuberculin patch test has a high degree oi 
correlation with the Mantoux test and appears to give 
7 per cent more positives than the Mantoux. 

We can conclude that the tuberculin patch test is as 
reliable as the Mantoux. Its ease of application and 
nontraumatizing character make it superior to the 
Mantoux test in other ways. 

We believe for these reasons that the tuberculin patch 
test is the method of choice in large scale tuberculin 
testing, especially for children. 

426 Engineers Building. 
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THE DIAGNOSIS AND TREATMENT OF 
SLIPPED EPIPHYSES 


RALPH K. GHORMLEY, M.D. 
AND 
ROBERT D. FAIRCHILD, M.D. 
Fellow in Surgery, the Mayo Foundation 
ROCHESTER, MINN. 


The importance of the treatment of slipping upper 
fenoral epiphyses may be viewed in two ways: ( 
the immediate result, that is, relief from pain and dis- 
ability and correction of deformity, and (2) the 
ultimate result, which can be estimated only after the 
patient has reached the age of 50 or 60 years. There 
seems little doubt that many cases of morbus coxae 
senilis are based on changes resulting from a pre- 
existing slipped epiphysis. To select these cases 
accurately is often difficult, for the symptoms during 
adolescence may have been of such a mild nature that 
the patient may not have been conscious of the trouble 
or may have forgotten it. 

In order to gain a true estimate of the value of 
modern methods of treatment we should be able to 
compare the end results in cases treated by 
these methods with the end results in those 
cases not treated. Obviously many years 
must elapse before this is possible. It is 
our opinion, however, that in spite of some 
apparently not too good immediate results 
from modern methods of treatment, on the 
whole the results in these cases from thirty 
to forty years hence will justify this treat- 
ment in most instances. 


TERMINOLOGY 
The term “slipped epiphysis” is in reality 
a misnomer. The epiphysis has not slipped ; 


in fact, it retains approximately the same 
position in the acetabulum while the neck 
and the shaft of the femur rotate externally 
and ride upward so that the new relation 
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described by Miiller ® in 1888. Following this, several 
others published papers on the subject and, according 
to Brogden,’® Royal Whitman first described the true 
pathology of coxa vara in papers published in 1891 
and 1893. The best summary to be found in the 
American literature is by Key, who made an exten- 
sive review of the literature up to 1926, discussed the 
etiology and pathology as then known and reported 
the results of treatment in twenty-four cases. This 
article is an exhaustive review of our knowledge of the 
subject, carries an excellent bibliography and has served 
as a guide in most of the articles published since that 


time. 
ETIOLOGY 


Various hypotheses as to the causation of slipped 
epiphysis have been presented and most of these can 
be placed in one of three groups: (1) mechanical or 
traumatic, (2) infectious and (3) endocrine. Noble 
and Hauser** have shown that the weight curve 
reaches its greatest relative height during the period 
of adolescence and that therefore the greatest strain 
is put on the epiphysial line by weight alone during 
this period of life. Walmsley ** has pointed out that 
extension of the hip beyond 15 degrees is prevented 

















of the epiphysis to the neck is downward 
and backward and the neck forward and 
upward from its normal position. Milch* 
has pointed out that the nature of the lesion 
is more of an anteversion of the femoral neck and he 
therefore proposes the name “epiphyseal coxa ante- 
verta,” which perhaps more accurately defines the con- 


dition. 


The term epiphysiolysis is apt and has obtained wide- 
spread recognition and usage, but we doubt whether 
any terminology will supersede the commoner expres- 
sion “slipped epiphysis.” 

HISTORICAL 

Separation of the epiphysis was first recognized in 
1867 by Brousseau,* who described a case of traumatic 
separation of the upper femoral epiphysis observed 
at necropsy on a boy who had been killed as the result 
of a crushing injury by a wagon wheel. However, 
the condition in which we are interested was first 





From the Section on Orthopedic Surgery, the Mayo Clinic. 

Because of lack of space, this article is abbreviated in THE JOURNAL. 
lhe complete article appears in the authors’ reprints. 

Read before the Section on Orthopedic Surgery at the Ninetieth 
\nnual Session of the American Medical Association, St. Louis, May 18, 
1939, 

7. Milch, Henry: Epiphysiolysis or me Coxa Anteverta, J. 
Bone & Joint Surg. 19: 97-116 (Jan.) 1937. 

8. Brousseau: Bisjonction épiphysaire traumatique de la téte du fémur 


et des épines iliaques antérieures. Mort; autopsie, Bull. Soc. anat. de 
Paris 42: 283-286 (April) 1867. 


Fig. 1.—a, anteroposterior view; a boy aged 15 years; early slipping; 6, lateral view, 
showing slight displacement. Patient, treated by conservative measures, had good result 
five years later. 


by the capsule of the joint and locking of the femoral 
head in the acetabulum in this position. Extension 
beyond this point will produce motion at the expense 
of the epiphysial attachment. Both Badgley ** and 
Sever ° concluded that this mechanism is operative in 
the production of displacement of the upper femoral 
epiphysis. Milch* expressed the opinion that an ante- 
version of the neck precedes the varus and it seems 
probable that the mechanism of extension could produce 
anteversion. Key,’ Badgley,’* Kleinberg and Buch- 
man ‘* and others have pointed out that the epiphysial 
plate between the head and neck changes its position 
from the horizontal to the oblique during the pre- 
adolescent and adolescent periods; there is also a thin- 
ning of the periosteum connecting the neck with the 





9. Miller, Ernst: Ueber die Verbiegung der Schenkelhalses im 
Wachstumsalter; ein neues Krankheitsbild, Beitr. z. klin. Chir. 4: 137 
148 (Nov.) 1888. 

10. Brogden, W. E.: Review of the End Results of Fifty-Seven Cases 
of STS Upper Femoral Epiphysis, J. Bone & Joint Surg. 33: 179-183 

an.) 1935. 

11. Noble, T. P., and Hauser, E. D.: Coxa Vara, Arch. Surg. 12: 
501-538 (Feb.) 1926. 

12. Walmsley, Thomas: The Articular Mechanism of the Diarthroses, 
J. Bone & Joint Surg. 26: 40-45 (Jan.) 1928. 

13. Badgley, C. E.: Displacement of the Upper Femoral Epiphysis: 
Summary of Twenty-Seven Studied Cases, J. mn. M. A. 92: 355-359 
(Feb. 2) 1929. 
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head during the adolescent period. We have observed 
cases with very nearly complete separation in which 
the periosteum was intact and, while it was thinned to 
some extent, it seems more likely that the thinning is 
secondary to the mechanical stretching than that it is 


a primary causative factor in the slipping. 

Ferguson and Howorth ** expressed the opinion that 
sclerotic changes due to infection and resultant vas- 
cular stasis cause a weakening of the epiphysial disk. 
Kleinberg and Buchman‘ studied the epiphysial plates 
removed from a number of patients and noted “a com- 
pletely chaotic arrangement of normally functioning 
cells interspersed here and there with areas of necrosis 
and areas of hypervascularity.” 

Sutro'® reported pathologic studies on three speci- 
mens removed from patients suffering from slipped 
epiphysis. Sutro, and Ferguson and Howorth thought 
that fibrosis, calcification and premature ossification 
may be considered as secondary to the fracture of the 
epiphysial plate. Balensweig ** postulated a low-grade 
infection resulting in osteochondritis of the epiphysial 
line. 

Symptoms of endocrine disturbances were invariably 
found in patients with slipped epiphyses by Gutig and 
Herzog.’7 Brogden '° found that thirty-four of a total 





Fig. 2.—a, a girl aged 12 years, duration of symptoms one month; 6, same after 
manipulative reduction. Good result six years later. 


of fifty-seven patients in his series had a growth abnor- 
mality or a definite endocrine imbalance ; the remainder, 
however, were in many cases thin, tall adolescents with 
no evidence of disease or of disturbed growth. The 
unilateral type of slipped epiphysis is due to injury 
according to this author while the bilateral type is due 
to a constitutional predisposition. In Key’s' summary 
of the literature he found that 15 per cent were 
bilateral. 

The idea of trauma as the main if not the sole cause 
of slipping of the upper femoral epiphysis seems to us 
the most reasonable At least this seems true of trauma 
associated with the mechanical disadvantage to which 
the epiphysis is subjected in its peculiar anatomic rela- 
tionship to the neck of the femur. The fact that the 
slipping most often occurs at the age of adolescence 
may be due to either or both of two factors: (1) an 
increase in the inclination of the epiphysial line at this 
age and (2) the obviously increased rapidity with 
which growth takes place at this time. With either of 


14. Ferguson, A. B., and Howorth, M. B.: Slipping of the Upper 
Femoral Epiphysis: A Study of Seventy, Cases, J. A. M. A. 97: 1867- 
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these preexisting conditions, slight or moderately severe 
trauma may well set up the slipping pr«cess which 
leads to the condition. 


DIAGNOSIS 


Any adolescent presenting himself with a slight limp 
or painful hip should be regarded as possibly having 
a slipped epiphysis. One cannot overemphasize the 
importance of a very careful examination of the adoles- 
cent complaining of pain in the hip. Unfortunately the 
pain is often of such a mild degree as to be overlooked 
or to be disregarded by parents until an advanced stage 
of the condition has been reached. Diagnosis should be 
made in the very earliest stage of slipping or that stage 
called by some the “preslip” stage. One often finds 
but little on physical examination in this stage. Often 
a very slight limitation of internal rotation of the 
affected hip.is all that can be detected and this only 
after the most careful comparison with the sound side. 
There may be no shortening, no atrophy and no per- 
sistent external rotation deformity, all of which signs 
are to be expected in the more advanced stage of the 
condition. 

Carefully taken roentgenograms, again comparing 
the affected with the sound side, should be taken. Both 
anteroposterior and lateral views are important. Differ- 
ences in the appearance of the position of 
the head are detectable by an apparent widen- 
ing of the epiphysial line in the anteropos- 
terior view and an actual change in the 
position of the epiphysis in relation to the 
neck in the lateral view (fig. 1). 

In more advanced cases the diagnosis is 
much easier. The affected extremity is 
shortened and is held in a position of partial 
external rotation, and marked limitation of 
external rotation is present. Tenderness 
about the hip varies with the stage of the 
condition. 


METHODS OF TREATMENT 


Reviewing the methods of treatment, one 
cannot help but be impressed with the gen- 
eral dissatisfaction noted in the results obtained by most 
authors. Among the methods advocated have been 
manipulation and cast (Whitman), traction on a Jones 
frame (Wardle **), prolonged fixation on a Jones frame 
(Taylor **), rest (Perkins *°), open reduction with or 
without internal fixation (Wilson,”* 1924), drilling of 
the head of the femur and epiphysial line (Ferguson 
and Howorth**), impaction with the Cotton mallet 
(Jahss **), Smith-Petersen nail (Wilson,?* 1938), skele- 
tal traction (Ellis **), and plaster boots, manipulation 
and internal rotation (Adams *°). These are only a few 
of the methods advocated and in justice to the authors 
cited it should be noted that none of them advocate one 
method to the exclusion of all others. All agree that 
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various stages must be treated differently. In general, 
our observations lead us to believe that the appropriate 
treatment of the various stages may be summarized as 
follows: 

' Stage 1. Early slipping stage. Treat by conserva- 
tive measures, discontinue weight bearing by the use 
of crutches, with or without a walking caliper splint 
and a high sole on the shoe of the sound leg. Such 
cases must be observed over a period of many months 
in order to be sure that union between the head and 
neck of the femur has taken place, thus preventing 
further slipping. 

Stage 2. (a) Stage of gradual slipping. During 
this stage the epiphysis is not completely separated and 
cannot be reduced by manipulation without danger of 
damaging the epiphysis, the epiphysial line and the cir- 
culation in the ligamentum teres, if any. Open opera- 
tion with osteotomy is the treatment of choice. 

(b) Acute slipping superimposed on a gradual slip- 
ping or a preslipping stage. Here the head of the 
femur is usually loose and can be reduced by gentle 
manipulation if treatment is not delayed too long after 





the complete separation has 
taken place. It is difficult 
sometimes to determine 
whether or not the head is 
loose and if one cannot be 
sure of this fact it is better 
to do an open reduction, 
replacing the head, than 
risk damaging the head by 
rough manipulations which 
may produce an unsatisfac- 
tory result. 

Stage 3. The stage of 
complete slipping of long 
standing. In this stage open 
reduction and, if possible, 
replacement of the head of 
the femur is the treatment 
of choice. This will be pos- 
sible when the epiphysis is 
still loose ; but, in most cases 
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A statement was made in the history in twenty-six 


cases that the patient was obese or was unusually large 
for his age. A diagnosis of constitutional obesity was 
made in fourteen of these twenty-six cases and a con- 
sultant in the Section on Orthopedic Surgery or a 
consultant in general medicine or neurology made a 
diagnosis of Frohlich’s syndrome in twelve cases. 
There was no note as to either the height or the weight 
in eleven histories and no note as to the height in four 
more. Of the forty-four patients of whose histories 
the weight was noted table 2 gives an estimate graded 


1 to 4 of overweight and also the number considered to 
be of normal weight for their age and height. 

These figures are noteworthy principally because of 
the number of patients whose weight was considered 
normal or only slightly overweight. The statement 
is frequently made that the typical candidate for a 
slipped upper femoral epiphysis is the fat boy with 
infantile genitalia and feminine distribution of fat and 
hair. It is well to point out that, while a considerable 
percentage of these patients are overweight, 61 per 
cent of this series in which figures for the weight are 











Fig. 3.—a, a girl aged 14 years; symptoms for one year before operation; b, three months after osteotomy; 


in which the epiphysial line c, six months after operation; good result after one year of obscrvation. 


is closed, osteotomy through 

the neck to correct the external rotation and shortening 
of the leg is indicated. Adults are best treated by some 
form of arthrodesis if pain is a prominent symptom or 
by acetabuloplasty if motion is to be preserved. 


REVIEW OF THE CASES SEEN AT THE 
MAYO CLINIC 

During the fifteen year period from Jan. 1, 1922, to 
Dec. 31, 1936, inclusive, there were fifty-five patients 
seen at the Mayo Clinic for various stages of slipping 
of the upper femoral epiphysis. A history of a distinct 
severe injury to the hip was elicited in twenty-six cases, 
while in twenty-one there was a gradual onset of 
symptoms, more often, than not associated with minor 
traumas. In the remaining eight cases an injury 
occurred to the hip at a variable time after the onset 
of symptoms. In these cases there was said to be a 
“latent injury.” There were twenty-nine patients in 
whom the left hip was involved alone and twenty in 
whom the right hip was involved alone; six cases of 
bilateral hip involvement were found and these are 
reported in a later section. 

The age distribution is given in table 1, the girls, in 
general, being in the earlier age groups, a statistical 
lact in accord with the observations of other writers. 


given at the time they were first seen at the clinic for 
a slipped femoral epiphysis were of normal weight or 
were only slightly above normal weight. 
Determinations of the basal metabolic rate were made 
of four of the twelve patients considered to have 


TABLE 1.—Age Distribution of Patients Suffering from 
Slipping of the Upper Femoral Epiphysis 











Age, Yrs. Males Females Total 
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Frohlich’s syndrome. The rate was normal for three 
and a reading of — 23 was recorded for one. Roentgen- 
ograms of the skull were made in four instances with 
a negative sella turcica in three and definite evidence 
of an intrasellar lesion with erosion of the floor of the 
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sella in one. This patient had a definite pituitary 
insufficiency but had normal visual fields and ocular 
fundi and exploration of the pituitary fossa was not 
advised at the time he was seen at the clinic. Calcium, 
phosphorus and phosphatase determinations were made 
on the blood of three of these patients and all values 
were within normal limits. 

There were twelve patients whose roentgenograms 
revealed a stage 1 condition, namely an early or “pre- 
slipping stage,” with symptoms present for from three 
months to two years. Thirty-four cases belong to 
stages 2a and 2b and stage 3. Slipping has taken 
place in moderate or marked degree and the symptoms 
have been present for a variable time from one month 
to five years. 

OLDER CASES 

Nine patients were adults with hips which were 
troublesome on the basis of an old slipping of the upper 
femoral epiphysis. Conservative treatment was recom- 

















Fig. 4.—a, position of epiphysis and neck; the periosteum not broken; 
dotted lines indicate line of osteotomy; 6, showing wedge removed; c, 
osteotomy closed. 


mended in all the latter. The roentgenograms of these 
hips show varying degrees of osteo-arthritis about the 
joint margins with adjacent sclerosis of the acetabulum 
and the head of the femur. Clinically these patients 
showed up to 1% inches of shortening, limitation of 
rotation and flexion and limited abduction and some 
permanent outward rotation of the foot. These hips 
are intern:ittently painful and disabling, often to the 
extent of preventing the patient from earning a liveli- 
hood in an active occupation. The prevention of these 
disabilities, the result of an old slipping of the upper 
femoral epiphysis, seems sufficient reason for active 
treatment of almost all the slipped epiphyses seen in 
adolescence by orthopedic surgeons. 

Arthroplasty, arthrodesis and acetabuloplasty are 
available procedures for some of these patients, but 
their hips are sometimes useful enough for the demands 
of a sedentary occupation and they carry on with pallia- 
tive measures or without treatment, putting up with an 
increasing disability. 
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OTHER CASES 

We have classified our patients for purposes of study 
of the end results of treatment into two large groups: 
those treated by operative measures alone and those 
treated by conservative measures alone. The operative 
group includes patients treated in casts alone, those 
treated by manipulation and those for whom arthrot. 
omy of some sort was the treatment of choice. There 
were a number of patients for whom for one reason 
or another no specific recommendation as to treatment 
was made. This group includes many of the adults 
with disability due to an old slipping of the upper 
femoral epiphysis; others were adolescents whose 
parents ,efused intervention of any kind and another 
patient, an imbecile, was denied treatment because of 
his mental condition. 


CAST ALONE 


There were three patients who were treated by the 
application of a cast alone, usually for a four to six 
months period, followed by crutches or braces until 
union of the epiphysis had taken place. A good result 
was obtained for one patient and a fair result for one: 
the condition of another patient remained unchanged 
as the result of treatment. The latter was a boy of 
15 years with disability from his left hip for four 
years following an injury. The roentgenogram in this 
instance showed an old slipped epiphysis but operative 
intervention was not advised. 


MANIPULATION 

There were eight patients on whom manipulation 
was carried out with good results for six, a fair result 
for one and a poor result for one (table 3). 

By some observers manipulation has been found of 
doubtful value in the treatment of slipping of the upper 
femoral epiphysis, while others have found this method 
of treatment useful in cases in which slipping has been 
recent. Balensweig *® noted six poor results in eight 
cases in which manipulation was done, while Brogden '" 
obtained twenty out of thirty satisfactory results by 
the Whitman manipulation of patients with symptoms 
of less than four months’ standing. According to 
Bentzon,”* reposition of the head should be attempted 
by manipulation in all cases seea under six months 
and in his opinion the manipulation could not be 
blamed for the complications occurring later on. Mac- 
Ausland ** found that the Whitman manipulation gave 
favorable results in a higher percentage of cases than 
is generally reported in the literature. Pomeranz and 
Sloane ** and many others have emphasized that sur- 
geons frequently misinterpret replacement of the 
femoral head following a manipulation when actually 
no change in the position of the head has taken place. 

Of the six cases in this short series in which com- 
plete slipping had taken place, the duration of symp- 
toms had been very short with one exception, in which 
the duration was one year. Two instances of early 
slipping or preslipping as interpreted from the roent- 
genogram, with a duration of four and of nine months, 
had a good and a fair result. The poor result occurred 
for a youth aged 17 years whose symptoms had beet! 
present two months with complete slipping of the 
epiphysis. In this series results by manipulative treat- 








26. Bentzon, P. A. K.: 
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ment were good in 75 per cent of eight cases. We 
must emphasize, however, that in only the most care- 
fully selected cases should manipulation be tried 
(fig. 2). Damage to the epiphysis, the ligamentum 
teres and the acetabulum may result from undue stress 
in manipulation. 

OPEN REDUCTION 

There were six cases in which open reduction was 
performed with good results in two, a fair result in 
two, a poor result in one and an unknown result in one 
(table 4). Open reduction without internal fixation 
was performed in four instances. A bone screw was 
used for internal fixation in another with complete 
failure, this patient having come to an arthrodesis of 
the hip within the past year. 

An unsuccessful manipulation had been performed on 
one of these patients prior to the open reduction. A 
clot-filled joint cavity was found at arthrotomy four 
days after the manipulation. The two fair results and 
the one complete failure occurred in cases in which 
symptoms were present for three months or less. Ordi- 
narily the best results from open reduction are obtained 
in those cases when reduction is done early in the 
course of the disease and the femoral head is easily 
moved by an instrument as described by Wilson * 
(1924). Cases of recent slipping which cannot be 
reduced by easy manipulation may be treated by this 
method. 

The poor results in this group of cases probably mean 
that manipulation of the epiphysis at the time of opera- 
tion was too violent and damage was produced which 
later resulted in changes such as aseptic necrosis of 
the femoral head. However, when gentle manipulation 


Taste 2—Weight Distribution of Patients Suffering from 
Slipping of the Upper Femoral Epiphysis 
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TABLE 3.—Patients Suffering from Slipping of the Upper 
Femoral Epiphysis Who Were Treated by Manipulation 








End 
Age Roentgenogram Duration Treatment Observed Result 
11 Slipped 2 months Manipulation 14 years Good 

15 Slipped 1 month Manipulation 3 years Good 

1] Slipped 4 months Manipulation 14 years Good 

l Slipped 2 months Manipulation 14 years Poor 

] Early slipping 4 months Manipulation 14 years Good 

4 Early slipping 9 months Manipulation 8 years Fair 

12 Slipped 1 month Manipulation 6 years Good 

Slipped 1 year Manipulated 2 years Good 


and wired 





fails in this type of case we feel that we must resort to 
Open operation and attempt by the gentlest sort of 
instrumentation to reduce the displacement. When the 
separation of the head is not complete and the epiphysis 


is not free we feel that osteotomy should be done as 
indicated in the next section. 


OSTEOTOMY OF THE FEMORAL NECK 
(here were eleven osteotomies of the neck of the 
lcnur done for slipped upper femoral epiphysis in this 
scries and these constitute the largest single group of 
av one form of therapy (table 5). Seven of these 
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hips were treated without internal fixation while beef 
bone screws were used in three and Kirschner wires 
were used for fixation of the head in one case. In 
none of these cases had manipulation been performed 
prior to arthrotomy. Six patients in this group were 
considered to have good results (fig. 3). Three patients 
were considered to have fair results; one of these, who 


TasBL_e 4.—Patients Suffering from Slipping of the Upper 
Femoral Epiphysis Who Were Treated by 
Open Reduction 








Age, Roentgen- 


Years ogram Duration Treatment Observed End Result 

15 Slipped 2 months Open reduction 3 years Fair 

14 Slipped 3 months Open reduction 12 years Fair 

14 Slipped 18 months Open reduction 8 years Good 

(bilateral) 

16 Slipped 6 months Manipulation 4 months Unknown: 
and open good ana 
reduction tomie result 


Poor (later 
came to ar- 
throdesis) 


3 months 


~ 


3 Slipped Open reduction, 4 years 


b. b. serew 


3 months Open reduction 1 year Good 


— 


5 Slipped 





Tasie 5.—Patients Suffering from Slipping of the Upper 
Femoral Epiphysis Who Were Treated by 
Osteotomy of the Femoral Neck 








Age, Roentgen- End 
Years oOgram Duration Treatment Observed Result 
15 Slipped 5 months Osteotomy, 2 beef ll years Fair 

bone screws 
14 Slipped 18 months Osteotomy, 1 beef 11 years Good 
(bilateral) bone screw 
15 Slipped 7 menths Osteotomy 11 years Fair 
14 Slipped 3 months Osteotomy 1 year Fair 
16 Slipped 8 months Osteotomy 9 years Good 
15 Slipped 8 months Osteotomy 9 years Good 
11 Slipped 5 months Osteotomy 1 year Poor 


17 Slipped 3 years Osteotomy, 1 beef 
bone screw 


Osteotomy, Kirsch- 


2 years Good 


19 Slipped 2 years 6 months Too early 


ner wires to say 
14 Slipped 2 years Osteotomy 2 years Good 
14 Slipped 1 year Osteotomy 1 year Good 





was under observation in 1931-1932 and was then lost 
track of, had a good anatomic reposition and was pro- 
gressing well clinically. One case has not been traced 
and the end result cannot be stated. One patient 
treated by osteotomy had a poor result anatomically 
and functionally. This case could not be checked up 
after a lapse of seven years following operation. We 
have reports only within one year of the osteotomy on 
which to base conclusions (fig. 4). 

From table 5 we see that 60 per cent of those cases 
in which the end result is known show good results 
while 30 per cent show fair results and there is one 
poor result. Even then figures do not quite reach the 
percentages of good results found in the group treated 
by manipulation. 


COMMENT ON OPERATIVE PROCEDURES 

Opinions concerning the treatment of the preslip- 
ping or early slipping stage of slipped epiphysis are 
fairly uniform: namely, prevention of weight bearing, 
rest and observation of the progress of the lesion in 
the epiphysial line until union of the epiphysis with 
the neck has taken place. However, in 1931 Jahss * 
suggested the advisability of converting even all early 
stages of slipped epiphysis into acute separations and 
then reducing these acute displacements. If reduction 
did not occur as expected, open reduction was to be 
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performed. In 1933 Jahss ** advocated impaction with 
the Cotton mallet in early cases. Recently Wilson *° 
has recommended the hastening of union of the epiphy- 
sis and protection from further slipping by the use of 
a Smith-Petersen nail introduced in the early or pre- 
slipping stage. In the cases with completely separated 
epiphyses, early manipulation seems to be the treatmett 
of choice. 

The type of operative procedure recommended for 
chronic slipping is variable, depending on whose results 
one is reviewing, and some authors condemn operative 
procedures altogether. Wardle'* was very positive 
in his condemnation of open operation and favored a 
long period of steady and increasing traction in prefer- 
ence to any operative method. Perkins *° likewise con- 
demned osteotomy through the femoral neck but favored 
subtrochanteric osteotomy for the chronic slipping. 
Ferguson and Howorth** reported subtrochanteric 
osteotomy in four cases, in two of which partial 
improvement was effected and two came to subsequent 
reconstruction. In the experience of Brogden’? open 
operation gave better results in cases in which symp- 
toms had been present for four months or more. He 
favored resection of the epiphysial plate, as did Klein- 
berg and Buchman.* The importance of maintaining 
the inferior periosteum of the neck and head of the 
femur was emphasized by Badgley and several of the 
others who advocated osteotomy through the neck of 
the femur. 

Willis °° concluded that, no matter how treated, the 
lesion causes a premature fusion of the epiphysis and 
consequent effect on growth. ‘There is deformity of 
the femoral head and acetabulum inversely proportion- 
ate to the efficiency of treatment. In reviewing the 
literature, Pomeranz and Sloane ** found about 50 per 
cent good results regardless of what was done and 
they regarded this figure as optimistic. Singularly 
enough, this is about the percentage of good results 
seen following the older and more conservative man- 
agement of fracture of the neck of the femur. 

Of these twenty-six cases in which operative pro- 
cedures were carried out with known results, a total 
of fifteen, or 58 per cent, had good results as far as 
we could determine from follow-up observations and 
inquiry by letter. Fair results were noted for seven 
patients and poor results for three. One patient treated 
in a cast had experienced no change in symptoms. 
For two patients the results are not known. Many of 
the fair and poor results had good anatomic reposition 
but the patients failed to obiain good function and a 
completely useful hip. Whether or not morbus coxae 
senilis will develop in these cases later in life remains 
to be seen. 

CONSERVATIVE TREATMENT 

Conservative treatment included _ splints, braces, 
crutches, a high soled shoe on the sound foot, weight 
reduction, removal of foci of infection and physical 
therapeutic measures. There were four adolescents 
with completely slipped epiphyses and the end results 
were good for two, poor for one and fair for one. 
It is evident that the conservative treatment of a com- 
pletely slipped epiphysis is occasionally productive of 
as good results as the operative treatment. This had 
been pointed out by Friedrich *' for a series of patients 





29. Wilson, P. D.: Conclusions Regarding the Treatment of Slipping 
of the Upper Femoral Epiphysis, S. Clin. North America 16: 733-752 
(June) 1936. 

30. Willis, T. A.: The Slipping Femoral Epiphysis, J. Bone & Joint 
Surg. 27: 779-787 (Oct.) 1929. 

31. Friedrich, H.: oxa Vara Epiphysarea, Verlauf, Behandlung, 
Endausgange, Aetiologie, Arch. f. klin. Chir. 168: 132-162, 1931. 
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observed in early adolescence who had not had the 
benefit of the modern therapy for slipped epiphysis 
owing to the economic status of the patients. The 
particular form of conservative treatment advised jn 
any specific instance of a completely slipped epiphysis 
obviously depends on the individual patient, the length 
of his disability and the roentgenographic appearances, 
The object of conservative treatment is chiefly protec- 
tion from weight bearing during the period of fusion 
of the epiphysis with the neck, in whatever position this 
may occur, and the prevention of further slipping, 
which usually involves the same type of therapy. In 
nine cases no treatment was given here, in most 
instances parents and patient refusing to follow advice, 


TREATMENT OF THE EARLY SLIPPING OR 
9 


“PRESLIPPING’ STAGE 


Table 6 summarizes the data in twelve cases in the 
early slipping or “preslipping” stage of the disease. 
The stage of the disease has been judged in each 
instance on the roentgenographic observations. In 
eight cases, or 73 per cent of the cases with known 
results, the outcome was good, although it must be 
borne in mind that one case has been observed for only 


TAsBLe 6.—Patients in the Early Slipping or “Preslipping” Stage 








Age Duration Treatment Observed End Result 
12 Unknown inde d xcatedsuneevecereke 7 years Fair 
12 4 months NIG. ook 5c cncnicdec 14 years Good 
12 6 months CGR ncaa naninsss <d00¢ ads é 13 years Good 
15 3 months Brace, crutches............. 5 years Good 
13 3 months Weight reduction.......... 4 years 700d 
16 2 years Shoe corrections, crutches. 9 years Poor 
14 9 months Manipulation.............. 8 years Fair 
9 10 months Shoe corrections, crutches, 3 years Good 
13 6 months Brace, crutches.,............ 3 years Good 
12 5 months Weight reduction, crutches 2 years Good 
16 4 months Ria cc cavsventscessenesve Once Unknown 
12 3 months Shoe corrections, crutches. 1 year Good 





a year. In two cases the results were fair. In one 
case the result was poor; the condition progressed to 
complete slipping after the patient had left the clinic 
and it was treated in an orthopedic hospital by open 
reduction. In one case the result was unknown. 


BILATERAL EPIPHYSIAL SEPARATION 


At the time of examination at the clinic there were 
six of this series of fifty-five patients who had bilateral 
hip changes. At the first visit usually and always at 
some time during their course these patients had roent- 
genograms of both hips. The importance of roentgen- 
ographic examination of both hips has been pointed out 
repeatedly and, if for no other reason than that of 
comparison, it is desirable to make films of the affected 
and the supposedly normal hip, as occasionally one may 
find that during the course of treatment for a slipping 
femoral epiphysis in one hip the opposite hip may com- 
mence to slip. Obviously cases in which both hips are 
involved are much more difficult to treat. If the slip- 
ping occurs simultaneously any sort of conservative 
treatment would demand complete recumbency. It 
seems to us that, in these cases particularly, Wilson’s 
recommendation to perform early nailing is indicated. 


SUMMARY 
From our study of this group of cases we feel that 
we must recognize the condition of slipped epiphysis 
as a potential source of serious deformity and disability 
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in adult life if not treated adequately in adolescence. 
The results, while not perfect in many cases, will prob- 
ably lead to less serious disability in adult life. 

Another lesson to be learned is that early diagnosis 
is most important, for many cases can be protected 
against further slipping by conservative measures and 
a fairly normal hip be preserved. 

In any operative treatment the vulnerability of the 
epiphysis to injury is the most important thing to 
remember. Closed reductions can only be done early 
and should be done by the gentlest possible manipula- 
tion. In any open operation the same care of the 
epiphysis must be observed and when the epiphysis is 
not free we believe that a cuneiform osteotomy can be 
done with the least damage to the epiphysis itself. 


ABSTRACT OF DISCUSSION 


Dr. Beckett Howortu, New York: The argument as to 
whether or not there is a preslipping stage is of some impor- 
tance from the standpoint of etiology, because there is definite 
evidence that there is a period of softening on the neck side of 
the epiphysial plate before the slipping actually begins. The 
period before any slipping occurs may be very short. The dis- 
ease is present not only at the junction of the capital epiphysis 
with the femoral neck but also in the periosteum, the synovial 
membrane and even the capsule. The exciting cause of the con- 
dition is yet to be discovered. The most important features in 
the early stage are limp and slight pain on activity, with spasm, 
limitation and pain at the extremes of motion. Often a very 
careful examination is required for recognition of these signs. 
The handling of the preslipping stage is the heart of the problem, 
for the diagnosis should be made in this stage. These patients 
primarily have synovitis of the hip and should be treated so 
as not to alter the blood supply to the neck and head. There- 
fore rest is of prime importance, but immobilization is undesir- 
able, as it leads to limitation of motion. One can hasten the 
union of the epiphysis to the neck by drilling them and inserting 
small bone pegs. Thus‘ one can get these children up sooner 
and reduce the cost of their care without sacrificing motion. 
When the epiphysis has really slipped, the chances of securing 
a good result are not good regardless of the method of treatment. 
I agree with Dr. Ghormley that manipulation has a limited value 
and use it only in those cases in which there is a recent slip 
with no callus in the angle between the head and the neck 
inferiorly. The displacement can usually be corrected only by 
open reduction. Any type of reduction is poor treatment because 
the head must be entirely separated from the neck in order to 
obtain reduction. I have seen some fifty or sixty of these hips 
at open operation, and in all cases but one there has been some 
union between the head and neck. When the head is completely 
separated from the neck, most of the blood supply of the head 
is immediately destroyed, with the risk of circulatory changes 
which will severely damage the head. Thus one may secure a 
perfect anatomic reduction with a poor physiologic result. The 
aim should be to avoid the necessity for an open operation, but 
if one must do such an operation, whether it is osteotomy, open 
reduction, pinning, pegging, or anything else, the primary aim 
in the postoperative care should be early active motion. For 
it has been found that immobilization in plaster after any type 
of operation results in limitation of motion. Many patients who 
have had no treatment get along as well as some of those with 
a good anatomic result. 

Dr. Water P. Biount, Milwaukee: I approve of the 
authors’ thesis heartily. In 1930 I described a peg leg cast which 
I had seen in Europe. Since that time I have used it as a specific 
lor treatment of the “preslipped”. condition or the condition in 
Which slipping is minimal. It accomplishes two definite things : 
It holds the hip in abduction and inward rotation and so prevents 
lurther slipping, and it allows the child to be ambulatory. Since 
that time I have used a similar type of brace as a follow-up for 
the cast in a few cases. The combination of a peg leg cast and 
a brace has given me a method of treating the “preslipped” 
condition which has been wholly satisfactory. In the freshly 
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slipped epiphysis, open reduction with osteotomy of the neck as 
described by the authors is an ideal solution and I have used it 
with Austin Moore’s nails for internal fixation with very good 
results. The second point, which was not mentioned at all, 
is the use of the trochanteric osteotomy in the old case, the one 
in which, as both speakers have pointed out, there is some bony 
union between the slipped head and the neck. The principle of 
protecting such a hip in its slipped position until there is solid 
union, and then doing a trochanteric osteotomy to realine the 
femoral neck, was advocated by Waldenstrém and Camitz ten 
years ago. In the early higher osteotomy there is greater danger 
of causing further damage to the head with increased likelihood 
of late changes with pain and stiffness. 

Dr. W. B. Carrer, Dallas, Texas: I should like to empha- 
size careful handling of the epiphysis; in a slide I shall show 
an open operation done very gently, the head being replaced, and 
yet the result was extensive damage. I think that, as Dr. Brown 
has said, it is better when the slipping is not too great to allow 
it to remain in deformity, make the correction below, and then, 
if necessary, later carry out additional reconstructive measures 
in the joint. 

Dr. E. M. Recen, Nashville, Tenn.: Last fall at the meet- 
ing of the Clinical Orthopedic Society in Nashville, Tenn., and 
Birmingham, Ala., I reported three cases of slipping of the upper 
femoral epiphysis. The condition in two of them was easily 
reduced by gentle manipulation. One required open operation 
for reduction. All corrections were fixed with Smith-Petersen 
nails. These hips remained normal as regards function and 
x-ray examination for from six to eight months. Further 
observation over a period of two years indicates complete failure 
of the method, and I am sure that these hips will ultimately 
appear exactly like those Dr. Carrell has shown here. The 
condition of the head of the femur and the hip joint in each 
case appears to be growing worse. 

Dr. Ratpo K. GuHorMLeEy, Rochester, Minn.: I read Dr. 
Howorth’s and Dr. Ferguson’s article and tried to appreciate 
the importance of infection, which they stress, and the impor- 
tance of the pathology of preslip. I have not seen it. It may 
be there, but at the time they are seen there has been enough 
slipping to call it a slipped stage. How one is going to diag- 
nose that preslipped stage unless one sees the children at their 
very first complaint I do not know. The pathologic changes 
found in the synovial cap may be secondary rather than primary. 
I appreciate the fact that Balensweig’s sign and the other sign 
of palpating the head were mentioned. We did not go into the 
details of the examination of an extensive slip because we are 
sure all are familiar with it. Whether one can speed the union 
of the epiphysis in the preslip or early stage by drilling we 
think is a matter for argument. Some feel that once slipping 
is established there is a tear through that epiphysial line; there 
is enough damage to it to promote its early «losure, and cer- 
tainly in our experience in some of these cases that is true. It 
does not take more than a slight amount of slip to rupture the 
cartilage cells to the point where they will begin to assume 
early ossification, and the closure will take place rather rapidly. 
I agree with the idea of not operating for a slight slipping. We 
have a case now with slipping on one side, treated by pinning 
elsewhere with a resulting stiff hip which has good function. 
In the past week the left hip began to bother the patient and 
he has a little slipping. It seems best to attempt conservative 
treatment to save that hip for what it is good for now, and I 
think it will turn out to be a fairly good hip. Dr. Blount’s 
suggestions regarding the peg leg cast for preslip and trochan- 
teric osteotomy I am not prepared to discuss. I appreciate that 
many have obtained good results with trochanteric osteotomy. 
Dr. Carrell’s case illustrates further the same type of case we 
had with open reduction in which too much trauma probably 
takes place through the head of the femur. I was glad to hear 
Dr. Regen’s report, because Dr. Wilson and Dr. Badgley have 
taught me that they are quite enthusiastic about it. I think 
that there is room for argument about the results in those cases. 
When one is absolutely qualified and able to put that nail in 
with no damage to the head, it is probably best to use it, but 
certainly if everybody used it there probably would be more 
poor results than good results. 
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It is acommon fallacy among members of the medical 
profession, as well as among the public, to assume that 
cerebrovascular accidents are responsible for a great 
number of so-called sudden deaths, in which the term 
“sudden death” is taken to mean death which occurs 
within two hours after the onset of symptoms. This 
assumption has persisted in face of the fact that no 
case has been reported in the literature in which death 
occurred within less than five minutes of the onset of 
symptoms.' Spillsbury* felt that such deaths were 
rarely sufficiently rapid to warrant cerebrovascular acci- 
dents being called a cause of sudden death. While 
coroner for Dublin, Maloney * reported a large series 
of sudden deaths and in only one case did the question 
of cerebral hemorrhage arise; in this instance the man 
was found dead. In the series to be reported, persons 
who were found dead were examined post mortem by the 
coroner’s staff and the results were not available. How- 
ever, at Charity Hospital among 10,903 consecutive 
autopsies, there was only one death from apoplexy in 
less than’ one hour after the onset of symptoms. This 
was in accordance with the observations made by 
Thomas * in 1915 and by Aring and Merritt *® in 1935; 
these authors felt that death within two hours after 
cerebral hemorrhage was rare. 
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which were found to be satisfactory for this study, 
Hemorrhages and infarctions resulting from trauma at 
birth or later, and those accompanying specific diseases 
of the nervous system such as neoplasms, were not 
utilized. When repeated “apoplexies” occurred, the 
duration of life after the first accident was the time 
used. 

As previously stated, in this group only one patient 
died in less than one hour after the onset of symptoms. 
This death occurred in forty-five minutes and was the 
result of a hemorrhage in the pons of a Negro man aged 
36 who, in addition, had syphilitic aortitis and arterio- 


TasLe 2.—Relation of Color and Sex to Survival Period 
of Cerebrovascular Accidents 








All Cases Hemorrhages ‘Thromboses Embolisins 
All patients 81.3 days 9.7 days 157.9 days 10.7 days 

(296 cases) (134 cases) (143 eases) (19 cases) 
All white 105.5 days 11.5 days 202.9 days 10.7 days 
patients (109 cases) (44 cases) (56 cases) (9 Cases) 
All Negro 64.8 days 8.6 days 128.9 days 10.7 days 
patients (187 cases) (90 cases) (87 cases) (10 cases) 
AA male 57.3 days 12.4 days 103.9 days 10.6 days 
patients (197 cases) (86 cases) (97 cases) (14 eases) 
All female 129.1 days 4.7 days 271.8 days 11.0 days 
patients (99 cases) (48 cases) (46 cases) (5 eases) 
White male 85.1 days 16.0 days 162.0 days 8.5 days 
patients (71 cases) (30 cases) (34 cases) (7 cases) 
White female 155.8 days 2.0 days 266.2 days 18.5 days 
patients (38 cases) (14 cases) (22 cases) (2 cases) 
Negro male 41.7 days 10.6 days 72.6 days 12.8 days 
patients (126 cases) (56 cases) (63 cases) (7 cases) 
Negro female 112.4 days 5.8 days 276.9 days 6.0 days 
patients (61 cases) (34 cases) (24 eases) (3 cases) 








Taste 1—Survival Period After Cerebrovascular Accidents 
Cases of Cases of 
Survival Hemor- Throm- Cases of Total 
Period rhage bosis Embolism Cases 

0-2 hours ; | eee 8 1 0 9 
Expected...... (4.07) (4.34) (0.58) (3.0%) 
BSFMBe cvccscces (3.79) (2.54) 

2-24 hours [ey 38 16 1 55 
Expected...... (24.89) (26.57) (3.53) (18.8%) 
si weetcun ( 7.78) ( 4.20) (1.81) 

1-5 days pT ree 40 37 5 82 
Expected...... (37.12) (39.61) (5.26) (27.7%) 
Wisk crcsccce ( 0.22) ( 0.17) (0.01) 

6-15 days , Ol eee 38 36 10 &4 
Expected...... (38.02) (40.58) (5.39) (28.3%) 
| eae ( 0.00) ( 0.51) (3.11) 

16-30 days OR oc oktnss 6 9 1 1 
Expected...... (7.24) (7.72) (0.68) (5.5%) 
re (0.21) (0.21) (0.15) 

16 months Actual......... 3 23 2 28 
Expected...... (12.67) (13.52) (1.79) (9.4%) 
Bea csscccons ( 7.38) ( 6.64) (0.02) 

7-12 months Actual......... 0 4 0 4 
Expected...... (1.81) (1.98) (0.25) (1.4%) 
| ae (1.81) (2.21) (0.25) 

1 or more Actual......... 1 17 0 18 
years Expected...... (8.14) (8.69) (1.15) (6.1%) 
_ | (6.26) (7.94) (1.15) 
Speen Cee 134 143 19 296 





A review of all cases of cerebrovascular accidents in 
which autopsy studies were made at the Charity Hospi- 
tal between 1929 and 1938 produced a total of 296 cases 
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sclerotic heart disease. One Negro woman aged 52 
with hypertensive heart failure died one hour after the 
onset of symptoms following a hemorrhage in the right 
basal ganglion region which ruptured into the lateral 
ventricle. Of the 296 patients (table 1) only nine 
(3 per cent) died within two hours. By the end of 
twenty-four hours sixty-four patients (21.6 per cent) 
had died. Fifty (16.9 per cent) patients lived one 
month or longer. During the first twenty-four hours, 
actual deaths exceeded the expected values significantly 
in the hemorrhage group, while the thrombotic group 
exceeded these values during the survival periods of one 
month or longer. Of the patients who lived one year 
or longer, only one had a hemorrhage as the basis for 
his symptoms while the other seventeen were found 
to have thromboses. The series of embolisms was 
numerically too small to be statistically accurate. How- 
ever, of nineteen such patients, only one lived as long 
as three months. 

The average survival period for the entire series was 
81.3 days (table 2). Those patients whose symptoms 
were based on thrombosis had an average period of 
157.9 days, while those whose symptoms were based on 
hemorrhage and embolism had an average period of 
9.7 days and 10.7 days respectively. 

There was a significant difference between the aver- 
age survival periods of the Negro (64.8 days) and the 
white (105.5 days) races. There were essentially no 
racial differences in the patients with hemorrhage and 
those with embolism ; however, in the series with throm- 
bosis the white patients lived for an average of 202.9 
days while the Negro patients survived for an average 
of only 128.9 days. It is of interest to note that Dech- 
erd and Schenken,® studying a portion of the same 
material, found the ratio of hypertension in the Negro 
and white races to be 55:45; this deviation was eve 
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;ore marked in malignant hypertension. It is possible 
that this may be a factor in the difference in survival 
periods of the two races after cerebrovascular accidents. 

(of an equally significant deviation. was the duration 
of life after cerebrovascular accidents in males (57.3 
days) and in females (129.1 days). Here again the 
essential difference was found to be in the group with 
thromboses; the males had an average survival period 
of 103.9 days while the duration of life in the females 
was more than twice as long (271.8 days). In the 
group having thromboses, the Negro females (276.9 
days) and the white females (266.2 days) had the 
longest duration of life after the accident. The white 
males were next, with an average of 162.0 days, while 
the Negro males had the shortest period (72.6 days). 
An explanation for these differences cannot be offered 
at this point. 

The age of the patient at the time of the accident 
was of definite significance in relation to the duration 
of life after the onset of symptoms (table 3). The 
survival period after cerebrovascular accidents increased 
sharply until it reached a maximum during the 30-40 
year group, here averaging 141.0 days for thirty-nine 
cases. After this there was a steady fall. Patients 
between 21 and 60 usually lived for an average of one 
month or more, while death usually occurred within 
one month if the patients were below 20 and above 61 
years of age. 

In order to attempt to explain the foregoing observa- 
tions, a study was made of the complications which 
preexisted or accompanied the cerebrovascular accidents 
but were not the result of the accidents. These com- 
plications were divided into a fatal group (heart failure, 
vegetative endocarditis, mural thrombi, cardiac fibrilla- 
tion and flutter, septicemia, uremia and leukemia) and 
into a group which were not necessarily fatal (hyper- 
tension, arteriosclerosis, diabetes, pregnancy, syphilis, 
and nephritis without uremia). It was found that 40 
per cent of the patients with cerebrovascular accidents 
under 25 years of age had some complication fatal in 


Tas_e 3,.—Relation of Age of Occurrence to the Survival 
Period After Cerebrovascular Accidents 








Age at Hemor- Throm- Total 
Occurrence rhage bosis Embolism Cases 
0-10 years Cees. Sa eekcdis 3.0 days 9.6 days 

(2 cases) (0 cases) (1 case) (3 cases) 
11-20 years SO a eee 18.0 days 7.5 days 
(3 cases) (0 cases) (1 case) (4 cases) 
1-30 years 7.0 days 66.8 days 6.8 days 36.8 days 
(3 cases) (3 cases) (5 eases) (16 cases) 
140 years 19.1 days 300.1 days 11.3 days 141.0 days 
(19 eases) (17 cases) (3 eases) (39 cases) 
11-0 years 3.6 days 258.4 days 12.0 days 120.8 days 
(40 cases) (38 cases) (5 cases) (83 Cases) 
60 years 17.9 days 141.6 days 6.6 days 80.9 days 
(32 cases) (37 cases) (3 cases) (72 cases) 
61-70 years 3.0 days ee reer 21.9 days 
(22 cases) (30 cases) (0 cases) (52 cases) 
‘| plus years ‘7.7 days ne oer erere 9.1 days 
(13 eases) (14 cases) (0 cases) (27 eases) 





itself, while only 24 per cent of those between 25 and 
49 years had such. A fatal complication was present 
among 35 per cent of those whose ages were between 
50 and 75 and 55 per cent of those over 75. This offers 
at least a partial explanation of the differences in sur- 
‘ival periods of different age groups. 

As would be expected, the location of the lesion was 
of great importance with regard to the duration of life 
alter the cerebrovascular accident (table 4). Patients 
with lesions of the brain stem had the shortest sur- 
\ival period, averaging three days; those with hem- 
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orrhage and those with thrombosis had approximately 
the same duration. In lesions occurring primarily in 
the region of the basal ganglions, the presence or 
absence of rupture into the ventricle was a significant 
factor. In cases in which there was rupture the dura- 
tion of life averaged seven days, while in those con- 
fined to the parenchyma the average survival period 
was ninety-four days. Patients with lesions limited to 
the hemispheres survived for the longest period (146 
days). 

In the embolism series the location of the lesion had 
little to do with the survival period. There was a 


TaBLe 4.—Relation of Site of Single Lesions to Duration of 
Life After Cerebrovascular Accidents 








Cases of Cases of 
Total Hemor- Throm- Cases of 
Site of Lesion Cases rhage bosis Embolism 
Brain stem........... 8 days 3 days 3 days 
(13 cases) (10 cases) (3 cases) 
Basal ganglions with 7 days 7 days 
rupture into ventricle (38 cases) (38 cases) 
Cerebellum........... 18 days 9 days 28 days 
(8 cases) (4 cases) (4 cases) 
Subarachnoid space 19 days 19 days 
(18 cases) (18 cases) 
Basal ganglions 94 days 10 days 141 days 11 days 
without rupture (120 cases) (39 cases) (77 cases) (4 cases) 
Hemispheres,........ 146 days 14 days 220 days 10 days 


(56 cases) (14 cases) (36 cases) (6 cases) 





slight variation in cases in which there was hemorrhage 
(three days in the brain stem, nine days in the cerebel- 
lum, ten days in the basal ganglions, fourteen days in 
the hemispheres and nineteen days when it was pri- 
marily subarachnoid). The greatest variation was found 
in the thrombosis group (three days in the brain stem, 
twenty-eight days in the cerebellum, 141 days in the 
basal ganglions and 220 days in the hemispheres). 
Forty-three patients had multiple discrete lesions. 
Of these eleven had hemorrhages and had an average 
survival period of 3.3 days. Twenty-three had throm- 
boses, the average duration of life being fifty-one days. 
At least nine of the patients having embolisms had 
multiple lesions, surviving for an average of ten days. 


SUMMARY AND CONCLUSIONS 


1. Sudden death (within two hours) from cerebro- 
vascular accidents is the exception rather than the rule. 

2. Hemorrhage is more apt to be responsible if death 
occurs within twenty-four hours of the onset of symp- 
toms, while thrombosis is far more common in patients 
surviving for more than one month. 

3. The average survival period after thrombosis is 
approximately fifteen times as long as after hemorrhage 
or embolism. 

4. There was a distinct difference in the survival 
periods of the white (105.5 days) and the Negro races 
(64.8 days). This difference was confined mainly to 
the patients with thrombosis. 

5. There was an equally distinct difference between 
males (57.3 days) and females (129.1 days). Here 
again the essential difference was found to be in the 
group with thrombosis. 

6. When apoplexy occurred between the ages of 21 
and 60 the average survival period was one month or 
longer, while death usually occurred within one month 
when the patient was below 21 or above 60 years of 
age. The maximal survival period fell within the 30- 
40 year group, here averaging 141.0 days. 

7. As would be expected, the location of the lesion 
and the number of lesions were important determining 
factors in the survival period. 
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NEWER CONCEPTS OF DRY LABOR 
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When theory and evidence disagree it becomes neces- 
sary to revise our teaching in favor of the evidence. 
Such a situation exists in reference to the dilatation 
of the cervix uteri in labor and the role of the amniotic 
sac. The exaggeration of the dangers of dry labor, based 
on hypothetic considerations, has a pernicious effect in 
that (1) the physician, in common with the public, often 
overlooks and neglects the real cause of a dystocia once 
it is ascribed to the “dry labor,’ and (2) the diagnosis 
of dry labor, if it is viewed as a complication, often 
impels the physician to unwarranted and dangerous 
interference with what is merely a slow parturition. 

The fault lies in the older teaching only just now 
being corrected to some extent in the latest textbooks. 
Carefully controlled observations of the last fifteen 
years, as reported by more than a score of different 
obstetricians, have made untenable the old hypothesis 
of the dilating wedge action of the bag of waters. 
Equally untenable is the corollary that its premature 
rupture is “an unwelcome accident.” 

The origin of the concept that the cervix is dilated 
by the amniotic sac precedes the earliest textbooks, 
although Jacquemier’ gives credit to Guillemeau, a 
pupil of Ambroise Paré. The seventeenth century 
physicians knew that the loss of the amniotic fluid was 
always followed by labor, but they trifled with logic in 
declaring that the same fluid was necessary for the 
process of labor. It was a woman, apparently, who first 
completely ignored logic and dared to induce labor by 
deliberately losing the water. Mary Donnaly, an English 
midwife, ruptured the amniotic sac in 1738 and gave a 
mother her first live, even though premature, baby in 
three pregnancies. It may be assumed that less skilful 
individuals, including physicians, tried the same pro- 
cedure but with disastrous results, because in 1756 a 
consultation of physicians vainly tried to dissuade a Dr. 
Macaulay from doing it. It was in the latter half of 
this, the eighteenth, century that the medical profession 
first seriously discussed the role of the membranes and 
the consequence of their rupture. 

Briefly, the old theory was that the membranes and 
contained amniotic fluid pressed against the cervix with 
each pain and that the bag of forewaters insinuated 
itself into the cervical canal. Pressure of the contrac- 
tions was transmitted to the tiny wedge, which in 
turn forced open a few fibers of the cervix. As labor 
progressed the hydrostatic wedge gradually obliterated 
the cervical thickness and dilated the canal. 

Up to a few years ago this theory, unchanged, was 
taught in most medical schools. But even as far back 
as the eighteenth century there was marked opposition. 
Smellie? for example in 1752 stated categorically: 
“The membranes appear to play no part in labor except 
to hold in the water necessary for lubrication. Dilata- 
tion is accomplished by the head.” He warned against 
deliberate rupture of the membranes, although his 
reasoning was vague. Denman*® was the leading 
champion of the wedge theory and taught that rupture 
of the membranes caused a “derangement of labor” and 
“tended to protract rather than shorten labor.” 
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The great Baudelocque * took a middle ground. He 
stated in 1789 that: 


Dilatation is not immediately and entirely the effect of that 
species of wedge as dilatation occurs in the absence 
of a presenting part at the orifice. Except in cases of 
flooding or convulsions we ought never to open the membranes 
before the orifice of the uterus be larger than a crown piece 
and its edges soft and thin. 


The crown piece of that period measured a bit less than 
3.5 cm., less than two fingers of dilatation [sic]. 

America has forgotten one of its most brilliant 
obstetricians, William Potts Dewees. With penetrating 
scientific acumen he showed the fallacies in reasoning 
and the hasty generalizations of Denman. In his thesis 
for his medical degree from the University of Pennsy!- 
vania in 1806 he propounded a different explanation 
of the mechanism by which the cervix is opened, bor- 
rowing somewhat from Baudelocque. 

He ® stressed the fact that the lower portion of the 
uterus contained both circular and longitudinal fibers. 
He stated that the uterine contraction represented the 
shortening of the longitudinal fibers to overcome the 
resistance of the circular fibers, which must relax to 
procure dilatation. No presenting part or wedge is 
essential, although many factors might influence the 
degree to which the cervical fibers relax. Any fore- 
waters naturally bulge down into the cervical canal 
because it is the place of least resistance, but his sig- 
nificant point was that this is a passive process rather 
than an active one of dilatation. He pointed out that 
the slightest touch of the finger will frequently rupture 
the membranes but that manual dilation requires much 
force and hence the membranes could not exert much 
positive pressure. He asked how dilatation could occur 
in the absence of a presenting part or membranes unless 
by the mechanism which he described. If this mecha- 
nism works in the absence of the amniotic sac, why not 
also with the membranes intact ? 

A careful survey of the obstetric textbooks since 
Baudelocque reveals that the various authors, all uncon- 
sciously to be sure, copied from their predecessors not 
only the form, chapter headings and paragraph struc- 
ture but sometimes even the very phraseology, even in 
translation. Our contemporary authors are not guiltless 
in perpetuating pretty combinations. For example, the 
1933 edition of one of our standard textbooks ® uses 
the words “gentle, efficient dilator” at almost the same 
point in the text that Denman in 1805 spoke of “gentle, 
efficacious dilatation.” It is not surprising that, on a 
subject on which very few scientific data were available, 
theories should be handed down from one teacher to 
another without change. Some division of opinion, 
however, existed on the question of cervical dilatation. 

John Burns’ about 1800 could not see the mem- 
branes as essential to labor but was opposed to inter- 
ference with nature. He it was who coined the term 
“meddlesome midwifery,” and he taught the careful 
preservation of the membranes not so much for their 
own sake but to prevent his students from meddling. 
It was a case of tempering the wind of theory to the 
shorn lamb of technical ineptitude. Mme. Boivin * 
differed with Baudelocque and preached the sanctity of 
the membranes. Velpeau ® leaned to the dilating wedge 
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theory but recognized the lack of supporting evidence. 
He called for more studies, but it was a hundred years 
before the call was answered. Ramsbothan,’® Church- 
ill! and Chailly ?* favored the wedge theory but first 
called to their aid in argument the safety of the unborn 
child, a circumvention of logic still being used. 
ljacquemier +-in 1846 stated that in his experience 
“the flow of amniotic fluid could take place at the begin- 
ning of labor without the dilatation of the cervix 
being noticeably hindered. If the membranes break the 
presenting part dilates very efficiently.” But after the 
middle of the century one finds only Sinclair and 
lohnston ** in Ireland and Gunning S. Bedford ** in 
the United States opposing the wedge theory. Play- 
fair?® in England took the middle ground. On the 
other hand, heartily in favor of the dilating wedge 
theory and preaching dire results in dry labor, one finds 
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theory that muscular action alone is responsible for 
dilatation of the cervix. As an experiment he deliber- 
ately ruptured the membranes early in labor of all 
patients in his clinic. In this country I similarly under- 
took the investigation as an experimental problem but 
limited the experiment to strictly normal parturitions 
with equally normal cases as contemporary controls. 
The conclusions of Kreis in 1931 ** and my own in 
1934 *° and 1936 * were almost identical. 
Corroboration is obtained from two sources: the 
results of series of inductions of labor by puncture of 
the membranes, and studies of dry labor as it occurred 
spontaneously. A careful survey of the literature since 
1921 has revealed a total of thirty-four papers on dry 
labor or rupture of the membranes, involving altogether 
14,669 such cases. The material is not homogeneous 
but the data of each paper have been scrutinized 


Summary of Results in Dry Labor 
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Cazeaux *® in France, Hodge** (who wrote a paper 
entitled “The Noncontagiousness of Puerperal Fever’) 
in this country and almost the entire German school 
just coming into prominence. Since American obstetrics 
of the last fifty years has been influenced largely by the 
Germans, it is not surprising that the wedge theory and 
its corollary that “dry labor is usually long, difficult 
and dangerous” are taught here today. 


Credit for the first scientific approach to the problem 
goes to Kreis,’* of Strasbourg, who revived Dewees’s 
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18. Kreis, J.: 
May) 1928, 


Role de la poche des eaux, Gynéc. et obst. 17: 421 


critically and the stated conclusions of the author used 
to form a composite summary which reflects and sup- 
ports the recent change in attitude. This review is 
presented in tabular form and is discussed in detail. 


INCIDENCE 

Dry labor was found to occur in from 7 to 31 per 
cent of all cases, depending on what standard is used. 
The lower figure represents cases in which there was a 
latent period of twelve hours before the onset of labor, 
the larger figure those in which regular pains at inter- 
vals of twenty minutes constituted labor. The average 
figure was 12 per cent. 


LENGTH OF LABOR 
If the hydrostatic wedge were a significant element 
in dilating the cervix, one would expect the absence of 
it to result in longer labor. On the other hand, if dilata- 
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tion is accomplished by muscular action alone, dry labor 
should be the same or even shorter than “wet” labor. 
Our older textbooks and even our unrevised recent 
editions state that dry labor is usually longer. This 
statement was contradicted unanimously. Of the thirty- 
four authors, two found dry labor of the same duration 
and thirty-two found dry labor shorter than in the pres- 
ence of intact membranes. 
OPERATIVE INTERVENTION 

If the dilating wedge theory were correct, the lack 
of the amniotic sac should make parturition more dif- 
ficult. Apparently the only available criterion of difficult 
labor is the necessity of operative intervention. Here 
great care must be used in evaluating different studies. 
It is unscientific to contrast 100 women in whom labor 
was induced because of disproportion or for bleeding 
prematurely, with the average group of women with 
intact membranes. Furthermore, differences in per- 
centages must be significant. The strict experimental 
work of Kreis’® and of his pupil LaHaye ** and of 
imine ** showed a markedly lower incidence of operative 
intervention in cases of dry labor. Gutmacher and 
Douglas ** and Jackson ** found a similar reduction. 
Of the thirty-four reports in the literature, only seven- 
teen dealt with this phase of the problem, and of these 
only five listed an increase. Woods * stated that it was 
“very slight,” Essen-Moeller ** that it was “slight”; 
Schulze ** pointed out that forceps would have been 
necessary in two thirds of her cases anyway; Norris,”® 
with no controls for contrast, admitted that 9 per cent 
of his cases were very abnormal. The remaining twelve 
concluded that there was no increase in operative inter- 
vention in dry labor. 

MORBIDITY 

A role usually given to the membranes is that of 
preventing infection, and dry labor by corollary is sup- 
posed to be dangerous from that point of view. That 
the steady downward escape of fluid tends to wash 
organisms away or that the site of uterine infection is 
lateral or external to the membranes is usually for- 
gotten. But the evidence as collected from the litera- 
ture tends to minimize the value of the amniotic sac. 

Of the twenty-seven authors discussing maternal 
morbidity, seven found only a slight increase, and their 
data showed that the difference fell within the limits 
of probable error. Dorman and Lyon * state that their 
results were complicated by many factors which would 
of themselves account for morbidity. Schulze ** included 
in her series all cases, even some previously infected. 
Norris *® and Woods ** had but inconsequential dif- 
ferences. Plass and Seibert ** and Mathieu and Hol- 
man ** dealt with cases of artificial induction. Sunde ** 
found an increase only in the presence of a long latent 
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period. The other twenty of the twenty-seven state 
categorically that there is no increase in morbidity jy 


dry labor. 
. DAMAGE TO THE CERVIX 


Only two studies take up the question of damave to 
the cervix, that of Williams ** and my second paper. 
The results of the two were the same, namely that there 
was definitely less cervical damage in primiparas who 
had experienced a dry labor than in a similar number 
of primiparas with membranes intact till the end of 
dilatation. E. A. Schumann in discussing Plass and 
Seibert’s paper * stated that he had observed the same 


phenomenon. 
FETAL MORTALITY 


Even the most ardent proponents of the dilating 
wedge theory have recently modified their arguments 
and now stress the sanctity of the membranes for the 
sake of the child. Of twenty-four authors who dis- 
cussed fetal mortality, only one (Dorman and Lyon *°) 
had a greater fetal mortality in their relatively small 
series of 270 cases. The other twenty-three authors 
found dry labor just as safe or safer for the child. 


PROLAPSED CORD 

In clinics where the fetal heart is not watched regu- 
larly and in home deliveries intrapartal fetal deaths 
occur which are due many times to a partially pro- 
lapsed cord. If the membranes have ruptured, the 
cord usually prolapses fully and the accident is dis- 
covered. Measures may then be taken. This is offered 
as a possible explanation of the incontrovertible fact 
that, although theoretically there is more danger of 
prolapsed cord in dry labor, the evidence shows that 
the general fetal mortality is not increased. 


CEREBRAL DAMAGE 

In the past year or two the critics of dry labor have 
been reduced to offering as a defense of the membranes 
the protection of the child’s brain against damage mani- 
fest in later life. The only actual evidence on either 
side is the work of Wetterdal,** who studied 4,000 
parturitions to see the end result twelve years later. 
He found that the stillbirth rate, the neonatal mortality 
and the percentage of mental or physical defectives at 
the age of 12 were not affected either by the accident 
of dry labor or by the use of forceps. He states: “The 
premature escape of waters affects neither the mortality, 
primary or late, nor the percentage of mentally or 
physically defective children.” 

CONCLUSIONS 

1. A comprehensive survey of the literature since 
1921 shows no evidence whatever to support the tradi- 
tional belief that dry labor is “long, difficult and dan- 
gerous.” 

2. All available evidence drawn from deliberate 
experimental work, from the results of inductions and 
from various series of observations shows, on the con- 
trary, that in dry labor (a) the duration is shorter, 
(b) there is no greater morbidity, (c) there is no 
greater incidence of interventions, (d) there is less 
damage to the cervix, (e) the fetal mortality is no 
greater and (f) there is no adverse effect on the psy- 
chologic or physical development of the child. 

3. Dry labor should no longer be listed as a coni- 
plication of parturition and may not be used as at 
excuse for operative intervention. The cause of dys- 
tocia in the presence of prematurely ruptured meni- 
branes must be sought for elsewhere. 


Membranes in Labor, West. J. Surg. 43: 216 
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4. The accumulated evidence controverts the theory 
of the hydrostatic wedge mechanism of the dilatation 
of the cervix, which, although very pretty as a concept, 
has been doubted ever since its inception. 

5. Offered originally in 1806 and revived within 
recent years, the explanation of dilatation by Dewees 
does not require the amniotic sac but depends on 
reciprocal muscular action only. This theory accurately 
coincides with clinical observation, does not confuse 
the picture in certain cases of dystocia and should be 
more widely known. 

3236 Burnet Avenue. 





Clinical Notes, Suggestions and 
New Instruments 


GONOCOCCIC ARTHRITIS OF THE NEWBORN TREATED 
WITH SULFANILAMIDE 


Paut P. Parrisu, M.D.; Wittiam A. Consore, M.D., AND 
Josern Batraciia, M.D., BrooxktyNn 


A boy baby aged 3% weeks, a Negro, was admitted to the 
Pediatric Service of St. John’s Hospital April 12, 1939, with 
painful swelling of the left knee. Three weeks prior to the 
birth of the child the father acquired gonorrheal urethritis. 
One week before deiivery the mother had migratory joint 
pains of the wrist, knee and ankle. At the time of delivery 
she had a profuse vaginal discharge. The infant was born at 
full term and by spontaneous delivery. He was discharged 
after the usual postpartum period and no defects were noted. 

When the child was 3 weeks old the mother noticed a swelling 
of his left knee. He kept the knee flexed and any attempt to 
extend it caused pain. Three days after the onset of the swell- 
ing the child was brought to the hospital. There was no history 
of trauma. His bowels had been regular and there had been 
no vomiting. The child was acutely ill and weighed 6 pounds 
1% ounces (2,771 Gm.). With the exception of a dry skin 
and evidence of malnutrition, the positive physical manifesta- 
tions were confined to the left knee. It was definitely swollen, 
warm and tender and was held in acute flexion. Any attempt 
to extend the leg caused severe pain. The swelling was confined 
to the joint, with a somewhat greater bulge above the patella. 
The admission diagnosis was suppurative arthritis. 

Examination of the blood showed the hemoglobin to be 98 
per cent, red blood cells 4,870,000 and white blood cells 21,000, 
with 70 per cent polymorphonuclear neutrophils, 28 per cent 
lymphocytes and 2 per cent megalocytes. Examination of the 
urine was negative. The erythrocyte sedimentation rate was 
27 mm. in sixty minutes. X-ray examination on admission 
showed marked swelling of the soft tissues of the left knee. 
There was no visible destruction of bone. 

On the second hospital day the left knee joint was aspirated 
and about 2 cc. of thick, yellow pus was obtained. A direct 
smear of this pus showed many leukocytes and several gram- 
negative intracellular coffee-bean shaped diplococci. Aerobic 
and anaerobic cultures showed no growth. On the sixth hospital 
day the joint was again aspirated and 2 cc. of a similar fluid 
was obtained. On this occasion culture produced a diplococcus 
with the cultural characteristics of gonococci. Smears and 
cultures taken from his eyes, ears, nose, mouth, rectum and 
urethra yielded no gonococci. Sulfanilamide therapy was 
started with 0.07 Gm. per pound of body weight a day. On 
the eighth hospital day the concentration of sulfanilamide in the 
hlood was 2.8 mg. free and 4.2 mg. total. The drug was 
increased to 0.14 Gm. per pound of body weight daily. On 
the twelfth hospital day the swelling had markedly diminished 
and a tap resulted in the aspiration of a small amount of 
turbid fluid. The concentration of sulfanilamide in the blood 
was 5 mg. free and 7 mg. total. At this time the dose of 
sulfanilamide was increased to 0.2 Gm. per pound a day. The 
‘welling had subsided and tenderness had diminished on the 
‘ourteenth hospital day. The level of sulfanilamide in the blood 
at this time was 9.5 mg. free and 11.1 mg. total. 
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On the sixteenth hospital day, sulfanilamide was discontinued. 
One week later it was noticed that the knee had begun to 
swell again. Two-tenths Gm. of sulfanilamide per pound daily 
was again given. The swelling promptly subsided and four 
days later treatment was again discontinued and the child has 
remained well since. 

COMMENT 

The important features in a case of gonococcic arthritis 
occurring in the newborn period here presented were, first, a 
history of infection in the parents; second, the appearance of 
the arthritis without an evident avenue of infection and, third, 
recovery by sulfanilamide treatment. The interesting feature 
of the treatment is the need to overtreat, as shown by the recur- 
rence of symptoms when treatment was stopped too soon. 

In 1885 Clement Lucas! reported three cases of arthritis in 
the newborn associated with gonorrheal ophthalmia. After 
reporting the first case he received a great deal of criticism 
for considering the gonorrheal infection the cause of the arthri- 
tis. In the face of such criticism he reported two other cases 
which he believed proved his point. Unfortunately Lucas did 
not have the bacteriologic proof of the similarity of organisms 
in the infected eye and the joint fluid. Deutschmann ? in 1890 
reported two similar cases in both of which he discovered 
gonococci in the fluid aspirated from the affected joints. Hdck ® 
in 1893 was able to produce a culture of gonococci in his case 
of gonococcic arthritis. Altland,4 Brehmer,® Holt ® and Hoch- 
eisen? soon afterward confirmed the opinion of Lucas and the 
studies of Deutschmann. 

There have been two series of cases of gonorrheal arthritis 
of the newborn reported in America, one by Holt in 1905 and 
the other by Cooperman ® in 1927. Holt reported twenty-six 
cases, nineteen in males and seven in females. Of these twenty- 
six, five were mono-articular and twenty-one polyarthritic. 
Cooperman reported forty-four cases studied during a hospital 
epidemic in Philadelphia. Of the forty-four, ten were single 
joint cases and thirty-four were polyarthritic. Others who 
have reported single cases of gonorrheal arthritis in the newborn 
are Rohr,® di Bella,!® Pritizi,!1 Knauer,!2 Wahlberg,!* Canino,™ 
Tagliaferri and Vitturelli!® and most recently MacLennan.*® 

In 1905 Holt suggested that the term gonococcic arthritis 
be substituted for gonorrheal arthritis, in order to remove 
the implication that these children suffer from a venereal disease. 
Holt also mentioned the widespread interest that this subject 
holds because of its connection with many branches of medicine. 
It has a definite interest for the orthopedist because of the joint 
manifestations; it is often noticed and has been reported by 
ophthalmologists, who notice it while treating ophthalmia neona- 
torum; the obstetrician is necessarily interested because most 
mothers of these children have gonorrheal infection; the subject 
of gonococcic infection of the newborn interests pediatricians 
because it is part of the problem of sepsis of the newborn. 

There is evidence that the various orifices of the body can 
serve as avenues of entrance for the gonococci. In many 
of the cases studied the joint manifestations were preceded by 
definite infections of the eye. Cooperman states that in eight 
of his cases a definite proctitis was present from which gonococci 
could be recovered. Canino noticed a profuse nasal discharge 
in his case which on smear showed groups of gonococci. On 
the strength of this finding the author suggests that the prophy- 
laxis of Credé be applied to the nose as well as to the eyes. 
In one of his fatal cases Holt found a tracheal abscess which 
contained pus in which there were many gonococci. Many of 
the cases occurring in girls showed a vaginitis and some urethri- 
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tis. No cases of urethritis in boys have been recorded. More 
interesting are the cases such as ours, in which there is no 
focus of infection. This observation was first made by Holt. 
In eighteen of his cases in males he could not find an avenue 
of entrance. He suggested the mouth as the most probable 
entrance gate. Knauer and Butti and Cucullu,17 when faced 
with the same dilemma, suggested the umbilical cord as the 
most likely portal of entry. Whatever the answer may be, 
the fact remains that not uncommonly gonococcic arthritis is 
seen in the newborn without any visible focus of infection and 
no demonstrable port of entry. 

One or more joints become involved anywhere between the 
fifth day and the fifth week. Of the eighty-seven cases dis- 
covered in the literature, 21 per cent showed a single joint 
involvement and 79 per cent presented more than one joint 
involved. In the polyarthritic cases the several joints may be 
involved successively or several joints may appear swollen at 
once. The disease has a special predilection for knees and 
ankles, but almost any joint can be involved. In Cooperman’s 
cases there were six cases of vertebral joint disease, and 
Canino reports a case in which the joint between the body 
and the ensiform process of the sternum was affected. Holt 
records one case of temporomaxillary arthritis and MacLennan 
reports a case in which the thumb was involved. 

The pathologic changes occurring in and about the joints 
are periarthritis, suppurative arthritis and mnonsuppurative 
arthritis, in the order of frequency. Knauer and Cooperman 
mention the occurrence of prepatellar bursitis when the knees 
are involved. Superficial abscess over the joints involved has 
been described. A destructive lesion occurring in one of Cooper- 
man’s cases and in the case of Galdi and Gimbirassi18 was 
a tenosynovitis. Butti and Cucullu encountered a subperiosteal 
abscess of the lower end of the femur in their case of gonococcic 
arthritis. Most writers stress the absence of bone changes. 
However, Cooperman describes roentgenologic evidence of 
osteomyelitis, which cleared up spontaneously in several of his 
cases. 

If one keeps the condition in mind it should not offer great 
diagnostic difficulty. The conditions with which it may be 
confused are rheumatic arthritis, syphilitic joints, epiphysitis and 
nongonococcic septic arthritis. For the first it may be said 
that rheumatic arthritis is almost unknown in the newborn 
period. Syphilitic joints can be suspected and ruled out by 
serologic tests. Epiphysitis, as Lucas states, is not a problem 
because the epiphysial area is not involved. The nongonococcic 
suppurative lesions are differentiated by examination of aspi- 
rated fluid. Of great help in diagnosis is the evidence of 
gonococcic infection elsewhere, which occurs in a large number 
of cases. Clinically one finds swollen, tender and sometimes 
fluctuant joints. The skin over the swelling is usually inflamed 
and glistening. Any attempt to move the joint will cause severe 
pain. Associated with the joint disorders there is usually a 
moderate febrile reaction, anorexia and moderate leukocytosis. 
The prognosis of gonococcic arthritis is usually said to be good. 
That is the opinion of most writers on this subject. There are 
enough deviations from this generalization to cause one to be 
more guarded in the prognosis. There were fourteen deaths 
in twenty-six cases reported by Holt. Fatalities are recorded 
in one of the two cases reported by Deutschmann, the one case 
reported by Brehmer and in Hock’s case, so that the mortality 
rate for the eighty-seven cases studied is about 20 per cent. 
It is also stated that the expectancy of complete functional 
recovery in the joints is good. Bad results have been recorded 
in one of Holt’s cases which resulted in ankylosis, and the 
finger deformities reported by Cooperman and Galdi and Gim- 
birassi following tenosynovitis. Cooperman also reports bad 
results in cases involving the hip joint in which subluxation 
was a common and invalidating feature. The use of sulfanil- 
amide may alter the outlook in these cases, but past experiences 
have not been uniformly good. 

Other than the surgical treatment there is but little evidence 
that treatment so far has influenced the course of the disease. 
The first steps have been and should continue to be directed 


17. Butti, I. V., and Cucullu, A. C.: Arch. argent. de pediat. 4: 203 
(March) 1933. 

18. Galdi, F., and Gimbirassi, A.: Rev. Asoc. méd. argent. 45: 1592 
(Dec.) 1932. 
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at clearing such foci as the eyes, the urethra, the rectum ¢,; 
the vagina. Splinting in one form or another was used by 
every one who has reported on this condition. It was best 
done by Cooperman, who applied plaster cast splints in most 
of his cases. Incision and evacuation of pus has been reported 
by Holt, by Cooperman and by Butti and Cucullu. This form 
of treatment followed by diathermy gave very satisfactory 
results in Cooperman’s hands. Rohr, Pritizi, Tagliaferri and 
Vitturelli and Butti and Cucullu used intramuscularly a vaccine 
containing a number of strains of gonococci and 10 per cent 
strong protein silver. Gonococcus vaccine was used by di Bella, 
Cooperman and Canino. Cooperman mentions that in his esti- 
mation it did not alter the course of the disease. To the best 
of our knowledge, ours is the first case of gonococcic joint of 
the newborn which has been reported as treated with sulfanil- 
amide. Colston, Dees and Harrill,49 Simmons and Dunn“ 
and Keefer and Rantz 2! have reported cases of gonococcic 
arthritis in adults treated with sulfanilamide. In comparing 
the duration of the illness in our case with the duration of 
illness reported heretofore, we feel that sulfanilamide may be 
a better therapeutic agent than any used heretofore. 


713 Bushwick Avenue. 





TOY DISHES AND ACUTE PLUMBISM 


Tuomas K. Ratumetr, M.D., anp Frepericx L, 
Smitu 2p, Pu.D., Norristown, Pa. 


The search for the cause of an acute gastric condition in chil- 
dren frequently presents a fascinating detective problem. When 
the common factors of acute appendicitis and of disorders due 
to green fruits, worms, acidosis of variable etiology and slug- 
gish bowel function have been eliminated the search terminates. 

A fond parent recently purchased a set of toy dishes, shown 
in the illustration, from a reputable Philadelphia department 
store. The salesgirl represented these as of aluminum composi- 
tion and they were so labeled, although they were inexpensive. 
The dishes were presented to the child (age 22 months) in time 
for the evening meai and were immediately used as containers 
for small quantities of orange juice, which with stewed prunes 
and a commercial cereal food for children, of unimpeachable 
composition, constituted the evening meal. 





Toy dishes, use of which resulted in acute plumbism. 


The supper was given at 5:30 p.m. At 9:30 the same eve- 
ning, approximately twenty minutes after retiring, the child was 
awakened from sleep by sudden forceful vomiting of mouthfuls 
of fluid material in which all foods consumed at the evening 
meal were readily identified. The child’s temperature and pulse 
were not elevated; the skin was clammy with perspiration and 
pale; thirst was a definite subjective complaint; the abdomen 
was soft. Paroxysms of vomiting recurred every forty-five 
minutes, and it was only after the third vomiting spell that the 
child was able to ingest and retain an ounce of* milk. 

For the next eight hours the child’s sleep was irregular and 
fretful, and a frequent request for fluids was noted by the 





19. Colston, J. A. C.; Dees, J. E., and Harrill, H. C.: South. M. J. 
30:1165 (Dec.) 1937. 
20. Simmons, E. E., and Dunn, F. L.: Nebraska M. J. 23: 451 
(Dec.) 1938. 
ait Keefer, C. S., and Rantz, L. A.: Am. J. M. Se. 197: 168 (Feb.) 
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oarents. The following day recovery was complete, except for 
an objective lassitude, 

In searching for the cause of this acute gastric condition we 
were led to the conclusion that. since the toy dishes were intro- 
duced into the child’s environment on that particular day they 
must have constituted the etiologic factor. Examination showed 
that they were etched. 

The dishes were confiscated and examined for lead by one of 
us. Analysis by the diphenylthiocarbazone method! showed the 
following lead content: 20 cc. of plain orange juice, 0.0000 mg. ; 
2” cc. of orange juice from the toy teapot and the unused toy 
cup, 0.0113 mg., and lead extracted per cubic centimeter of 
orange juice, 0.0006 mg. 

The child’s gastric condition resulted from acute plumbism. 
The acids of the orange juice extracted the lead from the 
so-called aluminum dishes. It is most interesting that the 
toxic phenomena of acute plumbism resulted from ingestion of 
approximately 0.0113 mg. of an organic lead compound. 

It was determined that the toy dishes were manufactured in 
the United States, but absence of other labels prevented further 
identification. Fortunately no serious sequelae have resulted to 
date from the acute plumbism. However, as long as there are 
no statutes to prevent the use of lead compositions in the manu- 
facture of children’s toys and reputable department stores will 
offer such a type of manufactured goods for sale to the public, 
it is essential for physicians to recognize the harmful potenti- 
alities of toy dishes and appreciate acute plumbism as one of 
the factors in the acute abdominal conditions of children. 
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THE THERAPY OF THE COOK 
COUNTY HOSPITAL 


Epitep By BERNARD FANTUS, M.D. 


CHICAGO 


NotE.—In their elaboration, these articles are submitted to 
the members of the attending staff of the Cook County Hospital 
by the director of therapeutics, Dr. Bernard Fantus. The views 
expressed by various members are incorporated in the final 
draft for publication. The articles will be continued from time 
to time in these columns. When completed, the series will be 
published in book form.—Eb. 


THE THERAPY OF HEAD INJURIES 
In COLLABORATION WITH Dr. AnrRIAN VERBRUGGHEN 

The gravity of head injuries (average mortality rate 
now about 15 per cent at ward 22, Cook County Hospi- 
tal) makes careful, cautious and conservative treatment 
imperative. It was formerly 38 per cent. 

The difficulty of making a complete diagnosis 
promptly enough for these unconscious and critically 
injured patients necessitates a simple and rather obvi- 
ous classification that at once suggests appropriate 
treatment. The following may serve the purpose: class 
A, “in extremis” cases; class B, grave cases; class C, 
mild cases; class D, cases in which new symptoms 
develop, and class E, cases in which sequelae develop. 


CLASS A. “IN EXTREMIS” CASES 
A patient in profound collapse (almost pulseless) and 
in deep coma (with no reaction to supra-orbital pres- 
sure), who may have multiple injuries, is not.in a 
condition for drastic treatment. The best that can be 
done for him is: 
Absolute Rest—Permit no disturbance whatever 
of the patient. The patient must not be left unattended 
for even a moment. Stertor must be prevented. 





. Smith, Frederick L., 2d.; Rathmell, Thomas K., and Marcil, 
oa E.: The Early Diagnosis of Acute and Latent Plumbism, Am. 
. ” Chin. Path. 8: 471-508 (Sept.) 1938. 
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2. External Heat.—Place in a heat cradle, or pack 
the patient with hot water bottles outside a blanket, 
with precautions against burns. 

3. Dextrose Solution (10 Per Cent) Phleboclysis.— 
By drip method 1,000 cc. is given to counteract collapse 
and cerebral edema. This also acts as a stimulant to 
the circulation. Sucrose solution may be useful. 

4. Hypodermoclysis.—Physiologic solution of sodium 
chloride, not more than 500 or 1,000 cc., is given, 
according to the state of hypohydration. “Pushing 
fluids” neutralizes the dextrose osmotherapy aimed at. 

5. Stimulants —Caffeine with Sodium Benzoate, a 
0.5 Gm. ampule, intramuscularly or in phleboclysis 
every four hours, is required if the circulation is much 
enfeebled. Other stimulants, such as Strychnine, may 
be tried. 

6. Surgery or Roentgenograms.—These are contra- 
indicated while the patient is in collapse; so is lumbar 
puncture. 

If the patient survives for a few hours, he is treated 
as a patient of class B. 


CLASS B. GRAVE CASES 

The coma is relatively deep, but supra-orbital pres- 
sure may cause movements of the extremities. The 
superficial reflexes are absent and the pupils react very 
poorly to light. After a few hours the pulse becomes 
slow and bounding and the blood pressure rises to 
become fairly high. The reflexes may return. There is 
usually involuntary urination; but retention may occur 
and require catheterization. The patient may remain in 
this condition for many hours and even days. His 
danger comes from high intracranial pressure with 
terminal failure of the medulla. The increased intra- 
cranial tension is due in the first few hours to hemor- 
rhage, later to a combination of edema and hemorrhage. 
If the patient’s life can be prolonged until the tendency 
to increased intracranial pressure has been relieved and 
the medulla is no longer in danger of being compressed, 
the patient may survive. 

The pulse and the blood pressure must now be 
charted at least every hour and preferably on the same 
chart. If they remain parallel, the prognosis is tem- 
porarily good. If they move apart, the pressure within 
the cranial cavity is increasing and drastic measures 
must quickly be adopted. If they run rapidly together, 
i. e. the blood pressure falls and the pulse rate rises 
with deepening coma, the medulla has failed and the 
case is hopeless. 

One should attempt from time to time to estimate 
the depth of the coma by the patient's reactions to loud 
questions, whether his state of consciousness 15 improv- 
ing or becoming worse, and to ascertain occasionally 
by means of supra-orbital pressure whether the patient 
moves all four extremities. 

The following treatment should be resorted to: 

1. Absolute rest with from 15 to 45 degree elevation 
of the head of the bed. This should be instituted as 
soon as the patient emerges from collapse. 

2. External heat, if temperature is subnormal. 

3. Dextrose solution (10 per cent) phleboclysis, 
1,000 cc. given twice a day, say at noon and at mid- 
night. 

4. Fluid intake. This must be adjusted in accordance 
with the need for osmotherapy. A _ negative fluid 
balance should be maintained as long as there is need 
for reduction of intracranial pressure. Hypodermo- 
clysis of 500 or 1,000 cc. of physiologic solution of 

















244 THERAPEUTICS 


sodium chloride might be given twice a day, most 
appropriately just prior to the lumbar punctures. 

5. Spinal fluid drainage twice a day, say at 6 a. m. 
and 6 p. m., so that something is done every six hours 
to reduce intracranial pressure. To do this safely, the 
fluid must be permitted to escape very slowly ; and to do 
this scientifically, a spinal manometer? is required, as 
one should aim to cut the pressure down to one half. 
If a manometer is not available, 40 or 50 cc. of the 
bloody spinal fluid should be removed. A patient with 
a basal skull fracture who is draining cerebrospinal 
fluid from the ear or nose does not need lumbar punc- 
ture, as such puncture would tend to reverse the flow 
of fluid from the nose or ear with possibly resulting 
infection. 

As long as the spinal fluid pressure is above 200 
mm. of water the patien* snould be kept propped up 
and the outlined treatment continued. If spinal pres- 
sure falls below 100, the patient should be kept flat 
and measures aiming at reduction of intracranial pres- 
sure are contraindicated. 

The treatment of children differs somewhat from 
that of adults, as children have most amazing recupera- 
tive powers. After the collapse has passed off, it is 
rarely necessary to do anything but observe them. 
Occasionally dextrose intravenously and lumbar punc- 
ture are indicated but decompression practically never. 

6. Decompression. In adults, if after forty-eight 
hours of this treatment the patient’s condition is still 
unchanged, right subtemporal decompression should be 
considered. The decompression should be wide (3 
inches in diameter) with a wide dural opening. 

7. Stimulants to circulation. These are given only 
if required (see Therapy of Circulation Insufficiency). 

8. Sedatives. These must be given for restlessness, 
as it is important to prevent straining, which may result 
in hemorrhage. 

9. Treatment of scalp wounds. As soon as the col- 
lapse has passed, the hair is shaved for a distance of 
at least 1 inch around the cut. The scalp is cleansed 
thoroughly with Antiseptic Solution of Iodine and 
70 per cent alcohol. The edges should be freshened by 
clipping off necrotic tissues with scissors. After the 
exposed cranial bones have been examined, the wound 
should be closed with a few interrupted silkworm gut 
sutures. If the sutures are well placed and the galea 
aponeurotica is taken in each stitch, it will not be neces- 
sary to pay attention to individual bleeding points. 
The scalp is very resistant to infection on account of 
its generous blood supply. Nevertheless, care and 
thoroughness are essential to good results. 

10. Treatment of fractures: (a) Linear fracture of 
the vault needs nothing further done than that roent- 
genograms be taken later when the patient’s condition 
warrants his being moved, for possible medicolegal 
purposes. 

(b) Depressed fractures in children are best left 
aione, at least temporarily, unless there is definite evi- 
dence of involvement of cerebral substance. In adults 
a simple depressed fracture should be elevated any time 
in the first few days after the accident unless there is 
definite contraindication, such as sepsis; for in adults 
depressed fractures, especially in the frontal region, 
frequently give rise to epilepsy. Depressed fractures 
are nearly always compound. 





1. A manometer may be made from a piece of narrow bore glass 
tubing 33 cm. long, the last 3 cm. bent to a right angle, with from 
4 to 5 cm. of rubber tubing and an adapter to fit the spinal puncture 
needle. Halve the distance that the bloody fluid rises in the glass tube. 
(Cost, 15 cents for the adapter.) 
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(c) Compound fractures. These should generally he 
operated on as soon as collapse has passed off, within 
five or six hours. If operation must be delayed, it jg 
best to wait two or three weeks until the scalp has healed 
and sepsis is no longer considered to be present. 

The procedure can be carried out under local anes. 
thesia by means of a field block at a distance from 
the injured area. The original laceration should be 
extended to obtain a good view of the bones. The 
depressed bone should be elevated and loose fraginents 
removed. If the dura is intact, nothing further should 
be done. If the dura is lacerated, a drain should be 
inserted through it and left for forty-eight hours. ]t 
is useless to follow injuries into brain tissue unless 
there is definite evidence of a foreign body near the 
surface. 

(d) Basal skull fractures. These are much more 
common than those of the vault.. The reason for this 
can easily be seen by examining the base of the skull 
and noting the thinness of it and the many foramina 
that weaken it in this region. 

When cerebrospinal fluid escapes through the ear, 
keep the ear clean by sponging out the pinna with 
alcohol and by applying a large absorbent sterile dress- 
ing. The patient should be turned on the draining side. 
After a few days the leak will cease spontaneously. 
Under no circumstances should instruments be inserted 
down to or through the drum membrane, nor should 
spinal puncture be done. The former will only tend 
to introduce infection to the meninges; the latter is 
unnecessary and tends to reverse the flow of fluid, 
which invites infection. Patients with rhinorrhea should 
be kept sitting up. 


CLASS C. MILD CASES 

When a patient is brought into the hospital in a semi- 
conscious condition following a head injury, even 
though he should have a slight degree of collapse, the 
prognosis is fairly good. He responds to loud ques- 
tioning or at least to supra-orbital pressure. He may 
become relatively conscious and be able to talk coher- 
ently ; but he may be very restless, irritable and irra- 
tional. Such patients are liable suddenly to become 
delirious. Hence they need watching. Blood pressure 
and pulse are relatively normal and all extremities are 
moved. 

The patients should be observed several times a day 
to determine whether they move all their extremities 
and to guard against the insidious onset of coma (see 
Ingravescent Cases). 

The treatment should be largely symptomatic and 
expectant, after the primary indications have been 
attended to. These are: 

1. Absolute rest in bed should be prescribed, which 
for a patient with bloody spinal fluid should be a week 
or ten days after he is symptom free, whereas a patient 
with ciear fluid may be allowed up when he is symptom 
free. 

Sedatives may be required to keep the patient quict 
and paraldehyde is probably best. It may be given in 
doses of from 8 to 15 cc. by mouth, according to the 
weight of the patient and the degree of excitement, or 
it may be given by rectum dissolved in an equal amount 
of alcohol and eight times the quantity of water (ct. 
prescription 12, Paraldehyde for rectal Administration, 
Therapy of Insomnia) in the form of a retention micro- 
enema. Phenobarbital may be given in doses of 0.10 
Gm. (tablet) by mouth every four hours as occasion 
demands; or, if injection is required, in the form ol 








VoLv 
Numi 


phet 
Gm. 
acco 
bar! 
in a 
It n 
and 
the 
the 

N 
as 1 
atol 
mic 
by } 
pen 
met 

i 
hav 
as 1 
fall 
abo 
cov 
infl 


/ 
- 


iS 
abs 
of 
mo 
pat 


( 


of 

un 
ho 
us 
int 
all 
mi 
eX 


cit 
be 








CS- 


m 
be 
he 
its 
Id 





Vouume 114 
NuMBER 3 





phenobarbital sodium in doses of from 0.12 to 0.25 
Gm. hypodermically, intramuscularly or intravenously, 
according to the urgency of securing the effect. Pheno- 
harbital sodium is furnished in sterile form, as powder 
in ampules, because its aqueous solution is not stable. 
It must be dissolved just before administration in boiled 
and cooled sterile water, in which it dissolves even to 
the degree of 20 per cent, so that 2 cc. can easily carry 
the full dose of the salt should this be demanded. 

Never give morphine to a patient with a head injury, 
as it still further depresses the already depressed respir- 
atory center. Codeine phosphate 0.05 Gm. hypoder- 
mically (dissolved in 2 cc. of water) or 0.10 Gm. 
by mouth is indicated. Amytal and, to a lesser degree, 
pentobarbital sodium appear to cause delayed excite- 
ment in some persons and therefore should not be used. 

Restraints, such as fastening the legs in anklets or 
having side boards put on the bed, are also required, 
as many of these patients are so restless that they may 
fall out of bed or so disoriented that they may wander 
about in the ward and even fall out of windows or 
down stairways. Not a few of them are under the 
influence of alcohol. 

2. Lumbar puncture may be done, when the patient 
is tractable and quiet, to ascertain the presence or 
absence of blood in the spinal fluid. The treatment 
of a patient with blood in the spinal fluid must be much 
more rigid and the prognosis more guarded than in a 
patient whose cerebrospinal fluid is clear. 


CLASS D. PATIENTS DEVELOPING NEW SYMPTOMS 


(a) Extradural Hemorrhage.—The classic description 
of this syndrome includes an injury to the head with 
unconsciousness lasting from a few minutes to a few 
hours. There is then return to consciousness, though 
usually the patient is excited and restless. This lucid 
interval lasts for a few hours, to be followed by gradu- 
ally increasing coma and death. While this description 
may hold true for some cases, there are many cases of 
extradural hemorrhage that it necessarily does not fit. 
A lucid interval need not occur, for an injury suffi- 
ciently severe to cause an extradural hemorrhage may 
be severe enough to cause an intradural hemorrhage 
and cerebral edema. Because of the latter the patient 
may never regain consciousness as in the classic descrip- 
tion; and, unless he is carefully observed, the evidence 
of extradural clot may go unnoticed. Many cases every 
year go through this atypical syndrome and a few of 
them come to autopsy. In about 10 per cent of cases 
of head injury coming to autopsy, extradural hemor- 
rhage is regarded as the principal cause of death. It 
seems highly improbable that, if the patients had pre- 
sented the classic picture, it would not have been 
recognized. 

lt appears then that not all cases, perhaps not even 
the majority, of extradural hemorrhage go through what 
has been described as the typical pattern. The only 
reliable indication appears to be the gradual onset of 
hemiplegia whether the patient has a lucid interval or 
not. The hemiplegia practically always develops in 
forty-eight hours. Hence it is necessary to be sure 
that the patient moves all four extremities on admission 
and that he continues to be able to move them. In the 
unconscious patient this can be ascertained by firm 
pressure on the supra-orbital nerve, at which the patient 
will make more or less purposeful attempts to remove 
the painful stimulus. If hemiplegia is present, the 
atiected side will not be moved. This early onset of 
hemiplegia combined with deepening coma and possibly 
a dilated pupil on the side of the lesion constitutes 


THERAPEUTICS 245 


the most reliable indication for operative intervention. 
Should the spinal fluid be clear in the presence of this 
syndrome, the hemorrhage is almost certainly extra- 
dural ; but if the spinal fluid is bloody it is of no diag- 
nostic value for, as already mentioned, a_ violence 
sufficient to cause extradural bleeding may also cause 
intradural hemorrhage. The presence or absence of 
extradural hemorrhage can easily be ruled out by plac- 
ing a burr hole in the appropriate part of the skull 
under local anesthesia. 

Hemiplegia or monoplegia may be caused by a 
depressed skull fracture, but of course in these cases 
the paralysis is present from the moment of the injury. 


(b) Chronic Subdural Hematoma.—Contrary to the 
general impression, encysted collections of blood beneath 
the dura may occur very rapidly. A collection of this 
kind was evacuated four days after injury and the 
spinal fluid was only faintly yellow. The most com- 
mon variety presents definite evidence of its presence 
from ten to twenty-one days after injury, though weeks 
or months may elapse before any clearcut manifesta- 
tions of its presence can be recognized. ‘The patient 
may have had dizziness ; later he becomes excitable and 
somewhat irrational. Signs of oculomotor palsy with 
a dilated pupil on the homolateral side may develop 
early and jacksonian attacks are not uncommon. Finally 
the patient becomes more drowsy and hemiplegia 
develops. The eye signs may be absent, but not the 
coma or the hemiplegia. The spinal fluid, if yellow, 
presents additional evidence in favor of subdural hema- 
toma, but the presence of clear spinal fluid does not 
rule it out. These patients present peculiar variations 
in their condition ; at one time they may be very stupor- 
ous and later they may appear relatively alert. 

The injury causing the hematoma may be trivial. 
Many of the patients with chronic subdural hematoma 
are alcoholic. This is probably because alcoholic 
patients are particularly liable to injury. 

The presence of localizing signs will lead to the 
placing of a burr hole in the appropriate parietal region 
and when a nick is made in the dura the diagnosis can 
be established. The clot may be evacuated through 
one or several burr holes. It is not necessary to turn 
down an osteopiastic flap. Bilateral hematomas are 
fairly common. 


CLASS E. CASES WITH SEQUELAE 


Post-traumatic headache may be treated by lumbar 
puncture, 50 cc. of fluid being removed and the patient 
being kept in a recumbent position for some time. If 
it persists, encephalography has given some relief in a 
certain percentage of cases. 

For meningitis, see Therapy of Meningitis. 

Brain abscess is a possible sequela of compound 
injuries to the head. Adequate and skilful attention to 
the injured part will tend to minimize its occurrence. 

Post-traumatic epilepsy is often the sequela of an 
unelevated depressed skull fracture, especially in the 
frontal region. However, it frequently occurs in the 
absence of gross bony deformity and is due to arach- 
noidal adhesions or cicatricial contraction of some part 
of the cerebral cortex. Operation is indicated if the 
lesion can be located by clinical signs, encephalography 
or both. 

Fractures through the petrous portion of the tem- 
poral bone sometimes produce a peripheral nerve injury 
to the facial nerve. In almost all cases this is transient 
but, if it persists after six months, spinofacial or some 
other type of anastomosis frequently gives satisfactory 
results. 
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REPORTS OF THE COUNCIL 


MANGANESE IN THE TREATMENT OF 
DERMATOLOGIC DISORDERS 


MANGANESE PREPARATIONS PROPOSED FOR PARENTERAL ADMINISTRA- 
TION IN THE TREATMENT OF VARIOUS CUTANEOUS DISORDERS, INCLUDING 
PUSTULAR ACNE, ACNE VULGARIS, FURUNCULOSIS, PSORIASIS, ROSACEA AND 
SYCOSIS VULGARIS, HAVE LONG BEEN MARKETED BY MANY PHARMACEUTIC 
MANUFACTURERS. FIFTEEN YEARS AGO MANGANESE BUTYRATE ATTRACTED 
SOME ATTENTION AS AN AGENT PROPOSED FOR USE IN “INFECTIONS DUE 
TO THE STAPHYLOCOCCUS, ESPECIALLY FURUNCULOSIS,” AND AT THAT 
TIME TWO AMERICAN FIRMS REQUESTED ACCEPTANCE BY THE COUNCIL OF 
SOLUTIONS OF MANGANESE BUTYRATE. THE COUNCIL FOUND THE EVI- 
DENCE FOR THE THERAPEUTIC USEFULNESS OF MANGANESE BUTYRATE 
UNACCEPTABLE AND POSTPONED FURTHER CONSIDERATION OF THE DRUG 
TO AWAIT THE APPEARANCE OF DATA WHICH COULD BE CONSIDERED TO 
AFFORD ADEQUATE SUBSTANTIATION OF THE THERAPEUTIC CLAIMS 
ADVANCED BY THE INTERESTED PROMOTORS OF THIS FORM OF THERAPY. 
ALTHOUGH FIFTEEN YEARS HAS ELAPSED SINCE THE COUNCIL FOUND 
THE AVAILABLE EVIDENCE INSUFFICIENT TO PERMIT RECOGNITION OF 
THE THERAPEUTIC USEFULNESS OF MANGANESE BUTYRATE, THERE HAS 
NOT YET BEEN RECEIVED FROM EITHER OF THE TWO FIRMS ORIGINALLY 
CONCERNED, OR FROM ANY OTHER FIRMS INTERESTED IN THE PROMOTION 
OF MANGANESE THERAPY, THE ADDITIONAL EVIDENCE REQUIRED BY THE 
Councit. ON THE CONTRARY, THE COUNCIL HAS RECEIVED, IN THE 
FORM OF THE CLINICAL REPORT OF Dr. Maurice SULLIVAN WHICH 
FOLLOWS, EVIDENCE WHICH STILL CASTS SERIOUS DOUBT ON THE 
VALIDITY OF THE CLAIMS ADVANCED BY SOME MANUFACTURERS THAT 
MANGANESE COMPOUNDS EXERT A BENEFICIAL INFLUENCE IN THE TREAT- 
MENT OF DERMATOSES. ON THE BASIS OF THE EVIDENCE AVAILABLE AT 
THE PRESENT TIME THE COUNCIL REAFFIRMS ITS EARLIER ATTITUDE 
TOWARD THE THERAPEUTIC USE OF MANGANESE COMPOUNDS IN DERMA- 
TOSES AND. AGAIN DECLARES PARENTERAL MANGANESE PREPARATIONS 
PROMOTED FOR THE TREATMENT OF SUCH CONDITIONS NOT ACCEPTABLE 
FOR NEW AND NONOFFICIAL REMEDIES. 

Tue COUNCIL WISHES AT THIS TIME TO EXPRESS ITS APPRECIATION 
TO Dr. SULLIVAN FOR MAKING THE FOLLOWING REPORT AVAILABLE. 


Paut Nicuoras Leecu, Secretary. 


MANGANESE HYDROXIDE 


IN THE TREATMENT OF ACNE VULGARIS, PUSTULAR 
ACNE, FURUNCULOSIS, SYCOSIS VULGARIS 
AND PSORIASIS 


MAURICE SULLIVAN, M.D. 
BALTIMORE 


That manganese is not an inert element in relation to 
some aspects of growth, reproduction and metabolism 
is fairly certain.’ Elimination of manganese from an 
otherwise normal experimental diet has been shown 
to produce sterility in the male and interference with 
normal lactation in the female.* A constant constituent 
of plants, it may have some important functions in their 
metabolism,* and it appears that the presence of man- 
ganese increases the oxidase reaction. Within certain 
concentrations it stimulates antitoxin formation, the 
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autolysis * and the respiration * of animal tissues. Man. 
ganese has been found to be present in practically al} 
human tissues.? It is stored mainly in the liver? 
Absorption from the gastrointestinal tract is slow and 
incomplete.* Excretion after oral and subcutaneous 
administrations is partly in the bile, mainly in the feces 
and perhaps also through the colon.? Urinary excre- 
tion is very moderate, and the increase in the manganese 
level of the blood is only temporary.’® The role of a 
catalytic agent stimulating hemoglobin formation has 
been ascribed to manganese.'* However the evidence 
brought forward to show that the administration of 
manganese compounds has a favorable effect on the 
formation of blood is as yet not acceptable.** 

That manganese exerts a beneficial influence in the 
treatment of dermatoses is not at all certain and has no 
sound experimental basis. Dermal changes in animals 
fed on manganese-free diets have not been reported." 
Bohnstedt’s conclusion ** that colloidal manganese pro- 
moted healing of psoriatic lesions by increasing oxida- 
tion in epidermal cells was founded on the assumptions 
of von Kerkoff that manganese acts as a mineral 
activator stimulating oxidation and that it is an acceptor 
of liberated hydrogen. Based on the actual and pre- 
sumed properties of this drug and its compounds, many 
reports of its beneficial action in the treatment of 
dermatoses have appeared since its introduction during 
the World War. It was employed principally in the 
treatment of abscesses and furuncles. The British * 
were especially enthusiastic over the effects of man- 
ganese products. It has been advertised for the treat- 
ment of carbuncles, furunculosis, abscesses, acne, 
sinusitis,’° dermatitis herpetiformis, erysipelas, impetigo 
contagiosa, psoriasis, sycosis vulgaris, urticaria,’’ gono- 
coccic urethritis, “metastatic gonorrhea,” epididymitis, 
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gonococcic arthritis, gonorrheal ophthalmia,’’ seborrheic 
eczema, antral suppuration, asylum dysentery,’* the 
early or acute stage of diabetes ** and leprosy.” 

From the many reports of the efficacy of manganese 
in the treatment of various cutaneous diseases, it would 
appears that its greatest field of usefulness is in the 


TaBLe 1—Patients Treated with Manganese Only 








No.of Dura- 
Injee-_ tion of 


No. Diagnosis tions Disease Results 
1 Furuncle, nose 4 1 mo. Following the third injection 
there was no change in the orig- 
inal furunele and a new furuncle 
appeared 
2 Furunculosis, 10 8 wk. New furuncles continued to form 
hands, axillae during the entire 10 weeks of 
and face treatment 
Furunculosis, 2 2 mo, No change after 2 weeks 
trunk 
4 Furunculosis, 10 3 wk. Absolutely no improvement; new 
scalp furuncles formed during treat- 
ment 
5  Furunele, nose; 10 6 mo. No improvement 
rosacea 
6  Furunculosis, 10 2 yr. No change: new furuncles ap- 
buttocks; acne peared each week: acne not 
vulgaris benefited 
7 Sycosis vulgaris 6 2 yr. Worse during treatment, as no 
local applications were made 
8 Acne vulgaris 5 3 yr. No change 
9 Acne vulgaris 8 6 mo. There was a progression of the 
acne during treatment and after 
the 4th and 5th injections a 
folliculitis appeared on the 
buttocks 
10 Acne vulgaris 10 6 mo. No change 
11 Acne vulgaris 10 3 mo. No change 
12 Acne vulgaris 10 2 yr. No change 
13 Acne vulgaris 2 2 yr. No change 
14 Acne vulgaris 10 1 yr. No change 
15 Acne vulgaris; 5 1 yr. No change 
seborrheic 
dermatitis 
16 Pustular acne 10 2 yr. No change 
(mild) 
17 Pustular acne 10 4 yr. Progression of the disease during 
(severe) time of treatment and immedi- 
ately after 
18 Pustular acne 5 3 yr No improvement 
(severe) 
19 Pustular acne 10 1 yr. No improvement 
(severe) 
20 Pustular acne 10 5 yr. No improvement: new pustules 
(severe) continued to form during treat- 
ment 
21 Pustular acne 6 2 yr. New pustules each week 
(severe) 
22 Pustular acne 10 4 yr. Worse after course of treatment: 
(severe) new pustules each week during 


period of treatment 


23 Pustular acne 10 6 mo. No effect on pustules; new ones 


(severe) appeared during treatment 
period 
24 Pustular acne 10 lyr. No improvement: new pustules 
(severe) each week 
25 Pustular and 10 1 yr. No improvement 
cystic acne 
26 Pustular and 10 2 yr. No improvement 


cystic acne 


27 Pustular and 5 ewe No improvement 
keloidal acne 

28 Extensive pus- 10 5 yr. No improvement: new pustules 
tular and each week 
keloidal acne 

29 Acne conglo- 10 4 yr. Worse after and during treat- 
bata ment: many new pustules 





coccigenic cutaneous infections, abscesses, furuncles, 
pustular acne, acne vulgaris and sycosis vulgaris. An 
investigation by Oliver and Crawford *° indicates that 
manganese may have some value. They recommend 
colloidal manganese hydroxide as a valuable adjuvant in 
the routine management of furunculosis, acne indurata, 





18. Mulford Colloid Laboratories, Thirty-Eighth and Ludlow streets, 
Philadelphia, a booklet. 

19. The Paul C. Koenig Company, 2036 East 100 Street, Cleveland, 
distributors of psorimangan, Dr. O, Weil, Chem. pharm. Fabrik, Frank- 
turt a.M., a pamphlet. 

20. Oliver, E. L., and Crawford, G. M.: Manganese Therapy of 
Furunculosis and Pustular Acne, M. Rec. 148: 154 (Feb. 19) 1936. 
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pustular superficial acne, rosacea with pustulation, pus- 
tular folliculitis and pyogenic infections of staphylecoccic 
origin. They treated 134 patients who had acne vul- 
garis. All the patients had had the condition for long 
periods and had been treated unsuccessfully by other 
means including roentgen therapy. They were given 
weekly injections of colloidal manganese hydroxide in 
from 0.5 to 2 cc. doses and were allowed to use local 
measures; 67.9 per cent of the patients were said to 
have been definitely improved. Of twenty-three 
patients with acne indurata, 73.9 per cent were benefited. 
With a group of forty-five patients with furunculosis, 
good results were achieved in 71.1 per cent. Of thirty- 
one patients with sycosis vulgaris 22.6 per cent showed 
improvement of the disease. In 54.5 per cent of eleven 
cases of folliculitis satisfactory improvement was 
obtained and 62.5 per cent of eight patients with 
rosacea exhibited an involution of the pustules. Oliver 


TasLe 2.—Patients Treated with Combined Topical and (in 
Some Cases Roentgen Therapy) Manganese 








No.of Dura- 
Injee- tion of 


No. Diagnosis tions Disease Results 

1 Sycosis vulgaris 4 4 mo. New pustules continued to form 

2 Sycosis vulgaris 3 6 mo. No improvement 

3  Sycosis vulgaris 7 6 mo. No improvement 

4 Furunculosis 20 8 yr. Temporary improvement followed 


by recurrence of many furuncles 
during period of treatment 


5  Furunculosis q or. Many new furuncles during period 
of treatment 

6 Furunculosis 3 3 wk. No imprevement 

7 Acne vulgaris 4 lyr No change 

8 Acne vulgaris 4 3 yr. No change 

9 fPustular acne 7 4 yr. New pustules each week for 7 
weeks 

10 Pustular acne 3 10 yr No change 

(mild) 
11 Pustular acne 10 3 yr. No change 


Mild improvement (?) probably 
due to roentgen therapy 

There was marked improvement 
after 12 roentgen treatments in 
addition to lotio alba and man- 
ganese injections; there was a 
relapse however 2 months after 
roentgen treatments had been 
discontinued 

Some improvement after roent- 
gen therapy and manganese 
(result could well be due to 
roentgen therapy) 


12 Pustular acne 10 4 yr. 


13 Acneconglobata 20 4 mo. 


14 Aeneconglobata 10 2 yr. 





and Crawford stated that although they did not feel 
capable of judging the part played by this metal in the 
various functions of the body there was apparently 
evidence to indicate that it was not an inert element 
and that any one of the biologic actions occurring when 
manganese was used in the therapy of acne vulgaris 
could very well exert a favorable influence on the 
course of the disease. 

In view of Oliver and Crawford’s reported high per- 
centage of good results, the drug seemed worthy of 
clinical trial, especially since no serious ill effects from 
the clinical use of manganese hydroxide (colloidal) have 
been recorded. Using the same preparation in the same 
dosage as employed by these investigators, namely from 
0.5 to 2 cc. of colloidal manganese (Crookes), I have 
treated and observed a group of forty-three patients 
with acne vulgaris, mainly of the pustular type, follicu- 
litis, sycosis vulgaris and rosacea. Photographs of the 
majority of patients were taken before and after treat- 
ment. Each patient was carefully examined every week. 
The objective was to give each patient ten weekly injec- 
tions (tables 1 and 2). Some discontinued treatment 
before ten injections were given, since no improvement 
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or even progression of the lesion was noted by the 
patient, and further injections were refused. Several 
patients discontinued treatment because of pain and 
soreness experienced after the injections. Otherwise 
no reactions were remarked. The patients were divided 
into two groups: (1) those who received manganese 
injections only, with no topical or roentgen therapy, 


Tas_e 3.—Psoriasis Treated with Manganese 


_— 








No.of Dura- 
Distribution Injee- tion of 


No. of Lesions tions Disease Results 
1 Trunk, thigh and 7 3 mo. No change 
elbows 
2 Trunk, scalp and 20 6 mo. There was complete involution 


extremities after the 13th injection, but 
4 months later there was a 


widespread recurrence 


3 Extremities and 7 3 mo. All of the plaques underwent 
trunk involution after 5th or 6th 
injection but recurred 2 months 
later 


4 Sealp, face, trunk 11 6 mo. 
and extremities 


New plaques appeared until the 
8th injection; the eruption be- 
came almost generalized and 
then underwent involution 
after the 10th injection: 2 
months later there was a wide- 
spread recurrence 


5 Extremities 2 5 yr. No change 

6 Trunk and ex- 20 18 yr. Absolutely no change 
tremities 

7 Sealp 7 1 yr. No change 

8 Sealp, trunk and 10 1 yr. Progression of lesion during 
extremities treatment 

9 Trunk and ex- 11 3 wk. After the 6th injection the 


tremities plaques began to regress: all 


were healed after the 9th injec- 
tion; there was no recurrence 
1 year later 





and (2) those who received some topical applications 
and/or roentgen therapy in addition to the manganese 
injections. One hundred per cent failure to observe 
any signs of improvement resulted in the first group, 
and, after all, is this not the real test of the drug? In 
the second group two patients with acne conglobata 
showed slight temporary improvement, but they also 
had been given suitable roentgen therapy. Therefore 
there was not one case in which the improvement could 
be attributed to the use of manganese. No patient 
voluntarily commented on a sense of well being (the 
so-called tonic effect) after the injections. Hemoglobin 
determinations were made in ten cases before and after 
treatment. There was no appreciable effect. 

From several reports* manganese preparations 
would seem to be useful in the treatment of psoriasis. 
Niles ** reviewed the literature in regard to the treat- 
ment of psoriasis and reported his own experience with 
seventy-two cases. He concluded that, “while the 
results are occasionally temporarily good, this treatment 
is too long, uncertain and potentially dangerous to be 
considered a valuable aid in the treatment of psoriasis. 
Only two or three patients were completely cured and 
so relatively few were definitely benefited that these 
results may have been due to the softening effect of even 
the boric acid salve or to a spontaneous remission as 
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Barr, Joseph: Intravenous Manganese in the Treatment of Psoriasis, 
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Schmidt, P. W.: Ueber die Behandlung der Psoriasis mit Psorimangan, 
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Behandlung, Dermat. Ztschr. 65: 375 (Feb.) 1933. 
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occasionally occurs in this disease. The injections did 
not appear to prevent recurrences nor delay their 
appearance; in fact, in some patients new lesions 
appeared even during treatment. Local therapy was 
not more effective or rapid during or after injections 
than before.” 

In this study a small group of nine patients with 
psoriasis was treated with colloidal manganese hydrox- 
ide by weekly injections in 2 cc. doses (table 3). In only 
one patient (9) was there any definite and lasting 
improvement. She has had no recurrence for one year, 
It should be emphasized that in this case the patient was 
treated during her first attack of psoriasis, and it is well 
known that often the initial eruption in psoriasis under- 
goes spontaneous involution only to recur months or 
even years later. 


SUMMARY AND CONCLUSIONS 


1. Based on the actual and presumed properties of 
manganese and its compounds, many reports of its 
beneficial action in the treatment of the dermatoses 
have appeared since its introduction during the World 
War. Its value is claimed to be great in the treatment 
of a variety of diseases, notably furunculosis, abscesses, 
acne vulgaris, sycosis vulgaris and psoriasis. 

2. No sound experimental basis supports these claims. 

3. In a carefully observed group of forty-three 
patients with pustular acne, acne vulgaris, furunculosis, 
rosacea and sycosis vulgaris, and also in a group of nine 
patients with psoriasis, the results of treatment with a 
widely advertised, well known and apparently exten- 
sively used brand of colloidal manganese hydroxide 
were unsatisfactory. 

21 East Eager Street. 
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MANGANESE COMPOUNDS FOR CUTANEOUS 
DISEASES, COCCOGENIC INFECTIONS 
AND BLOOD FORMATION NOT 
ACCEPTABLE FOR NEW AND 
NONOFFICIAL REMEDIES 


Manganese preparations proposed for the treatment of various 
cutaneous diseases (pustular acne, acne vulgaris, furunculosis, 
psoriasis, acne rosacea and sycosis vulgaris), coccogenic infec- 
tions in general and for favorable effect on blood formation have 
long been marketed by many pharmaceutic manufacturers. 
Manganese butyrate 1 per cent solution has been the most uni- 
versal parenteral preparation marketed for use in the treatment 
of the pustular dermatoses and deep seated coccic infections. 
Two firms (Mallinckrodt Chemical Works and Swan-Myers & 
Co.) submitted such a preparation to the Council fifteen years 
ago, at which time consideration was postponed for lack of 
acceptable evidence of its therapeutic usefulness. In all this time 
there has not been received from either of these two firms, or 
from any other firm marketing manganese butyrate, the addi- 
tional evidence required by the Council. Swan-Myers & Co. 
has now been absorbed by Abbott Laboratories, which markets 
the compound under the name Mangatrate. The following are 
representative of the variety of proprietary manganese compounds 
as marketed by several firms for the treatment of cutaneous and 
coccogenic diseases: Colomang (formerly Collosol Manganese) 
(Crookes Laboratories, Inc.), Psorimangan (Paul C. Koenig 
Company), Mangacol and Mangacol Sol (Mulford Colloid 
Laboratories), Man-Na-Gluconate (Drug Products Company, 
Inc.), Manganese Butyrate B. D. H. (Anglo-French Drug Co., 
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Inc.), Manganese Butyrate Solution (Mallinckrodt Chemical 
Works), Manganese Butyrate (the National Drug Company), 
Manganese Butyrate 1 per cent (U. S. Standard Products Com- 
pany) and Mangatrate (Abbott Laboratories). 

Manganese Butyrate is also marketed in combination with 
milk proteins for nonspecific protein therapy by many firms 
ynder an assortment of proprietary names. In some instances 
it is claimed that the manganese acts as a specific adjuvant to 
the “resistance-stimulating” protein. The Council has never 
recognized any proprietary preparation for nonspecific protein 
therapy except brands of typhoid vaccine. The sale of manganese 
alone and in combination with other therapeutic agents is typical 
of the manner in which manufacturers usually seek to increase 
their sales. This has also been extended to propagation of the 
unwarranted claim that manganese exerts a favorable effect on 
blood formation. Manganese in combination with iron and other 
substances has been on the market for some time. The Council 
recently voted to reaffirm its previous attitude that no scientific 
evidence has been brought forth to show that administration of 
manganese compounds has a favorable effect on blood formation. 

More recently the use of manganese in the treatment of skin 
diseases has been revived by the promotion of so-called colloidal 
manganese hydroxide. Two such preparations are marketed 
under the names Colomang (formerly Collosol Manganese) and 
Psorimangan. The former is supplied in bottles for oral use as 
well as ampules for intramuscular injection. This firm 
(Crookes) claims as good results by the oral as by the injection 
method of administration, despite the fact that von Oettingen * 
has indicated that absorption of manganese from the gastro- 
intestinal tract is very slow and incomplete. He further states 
that animals treated with manganese in different ways show 
first degeneration of the liver and later degenerative changes in 
various parts of the central nervous system. Since manganese 
is stored mainly in the liver and kidneys and is eliminated too 
rapidly to produce more than a temporary rise in the blood level, 
it is difficult to see the modus operandi of parenteral administra- 
tion for skin disease. Oral doses small enough to avoid gastro- 
intestinal irritation would be relatively inert, whereas repeated 
parenteral injection imposes the danger of metallic poisoning. 
Psorimangan is marketed for intravenous as well as intramuscu- 
lar use and is recommended for psoriasis and furunculosis in 
doses of from 0.5 to 2 cc. once or twice a week for a total of 
from twenty to twenty-five injections. 

In support of both past and present thereapeutic claims of the 
usefulness of manganese, the firms cite few or no references. 
For Psorimangan (Koenig) the firm circulates a reprint by Dr. 
Wilhelm Richter, University Clinic, Berlin (reprinted from the 
Dermatologische Zeitschrift 65:377, 1933), in which it is claimed 
that “Psorimangan therapy should be designated and accepted 
as a treasure in modern medicine.” Other like extravagant 
claims are made, one with reference to its equality to chaulmoogra 
oil or gold in the treatment of leprosy. In none of the firms’ 
references nor in those found in the Quarterly Cumulative Index 
\Vedicus is there presented conclusive evidence of the therapeutic 
value of manganese. On the contrary, Sullivan ? presents clinical 
evidence confirming the previous opinion of the Council. He 
reports that colloidal manganese hydroxide (Crookes) gave 
unsatisfactory results in the treatment of acne furunculosis, 
sycosis and psoriasis. The report also confirms the results of 
Niles® and renders the previous investigation by Oliver and 
Crawford 4 inconclusive. The therapeutic suggestiveness of the 
name Psorimangan is not only unwarranted but undesirable. The 
Council questioned whether or not the other proprietary man- 
ganese compounds were accurately named or described, since it 
appears doubtful that manganese hydroxide, as such, can exist 





1. von Oettingen, W. F.: Manganese: Its Distribution, Pharmacology 
and Health Hazards, Physiol. Rev. 15: 175-199 (April) 1935. 
_ 2. Sullivan, M.: Manganese Hydroxide in the Treatment of Acne 
Vulgaris, Pustular Acne, Furunculosis, Sycosis Vulgaris and Psoriasis 
(see preceding report). 
_ 3. Niles, H. D.: Treatment of Psoriasis by Colloidal Manganese, New 
York State J. Med. 37: 298 (Feb.) 1937. 
_ 4. Oliver, E. L., and Crawford, G. M.: Manganese Therapy of 
Furunculosis and Pustular Acne, M. Rec. 143: 154 (Feb. 19) 1936. 
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alone as a stable colloid. Twenty years ago the Council reported ® 
that some of the Collosol preparations of the Anglo-French 
Drug Company were not colloidal solutions at all but suspen- 
sions of a coarse powder. Collosol Manganese and all the other 
“Collosol” metals of this firm were declared ineligible to 
N. N. R. because of the recklessness of the claims made for the 
injection of these dangerous precipitate-containing preparations. 
This same firm now markets a manganese butyrate solution. 
The therapeutic claims made for any or all of the manganese 
compounds are unsubstantiated. For this reason the Council 
finds objectionable all marketed compounds in which the manga- 
nese cation appears to be the common denominator. 

It is quite generally recognized that manganese and its salts 
may have important metabolic functions in both plant and 
animal tissues and may play some significant dietary role in 
the physiology of growing animals. The present state of this 
knowledge is such that any therapeutic application of positive 
valent manganese is unwarranted until conclusive supportive 
evidence is made available. The significance of excess or 
deficiency of manganese in the diets of animals does not at pres- 
ent appear to affect the conclusion that the therapeutic use. of 
compounds such as are considered in this report is unwarranted. 

The Council voted to adopt the report declaring manganese 
cation-containing compounds proposed for therapeutic use unac- 
ceptable for inclusion in N. N. R. on the basis of inconclusive, 
inadequate evidence of scientific value. 


“NIKETHAMIDE” THE NONPROPRIETARY 
NAME FOR PYRIDINE-B-CARBOXYLIC 
ACID DIETHYLAMIDE 
In 1929 the Council issued a preliminary report on Coramine- 
Ciba (pyridine-b-carboxylic acid diethylamide), postponing action 
to await further experimental and clinical evidence (THe Jour- 
NAL, June 1, 1929, p. 1837). In 1937 the Council's office asked 
Ciba Pharmaceutical Products, Inc., whether or not it intended 
to resubmit the product with any accumulated eviden¢e. The 
firm replied that it intended to accomplish a resubmission. The 
firm later (1938) requested postponement of the date of resub- 

mission to await completion of studies in progress. 

Meanwhile, in view of the fact that the patent was to expire 
with the close of 1939, the Upjohn Company asked the Council 
to coin a nonproprietary name for the substance, subsequently 
expressing its intention of submitting the product on its own 
account. The Council consulted Ciba Pharmaceutical Products, 
Inc., and agreement was reached on the name “Nikethamide” 
(pronounced “nik-eth’-amide”). The Council voted to recog- 
nize the term as the nonproprietary name for the substance 
introduced in medicine under the proprietary name of Coramine 
(Ciba) (pyridine-b-carboxylic acid diethylamide). 


NEW AND NONOFFICIAL REMEDIES 


THE FOLLOWING ADDITIONAL ARTICLES HAVE BEEN ACCEPTED AS CON- 
FORMING TO THE RULES OF THE COUNCIL ON PHARMACY AND CHEMISTRY 
OF THE AMERICAN MEDICAL ASSOCIATION FOR ADMISSION TO NEW AND 
NoNOFFICIAL REMEDIES. A COPY OF THE RULES ON WHICH THE CoUNCIL 
BASES ITS ACTION WILL BE SENT ON APPLICATION. 

Pavt Nicnoras Leecu, Secretary. 


THIAMIN CHLORIDE-ABBOTT (See Tre Journat, 
March 25, 1939, p. 1157). 


The following additional dosage forms have been accepted: 


Sterile Isotonic Solution Thiamin Chloride-Abbott, 100 mg., 10 cc. 
Bottle: Each cubic centimeter contains thiamin chloride 0.01 Gm. (3,000 
international units), sodium chloride 0.0057 Gm. and _ chlorobutanol 
(derivative of chloroform) 0.005 Gm. in chemically pure water. 

Sterile Solution Thiamin Chloride-Abbott, 250 mg., 5 cc. Bottle: Each 
cubic centimeter contains thiamin chloride 0.05 Gm. (15,000 international 
units) and chlorobutanol (derivative of chloroform) 0.005 Gm. in chemi- 
cally pure water. 

Tabiets Thiamin Chloride-Abbott, 6 mg.: 
international units of thiamin chloride. 


Each tablet contains 2,%00 





5. Collosol Preparations, J. A. M. A. 72: 1694 (June 7) 1919. 
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THE PLATFORM OF THE AMERICAN 
MEDICAL ASSOCIATION 


The American Medical Association advocates: 

1. The establishment of an agency of the federal government 
under which shall be coordinated and administered all medical and 
health functions of the federal government exclusive of those of the 
Army and Navy. 

2. The allotment of such funds as the Congress may make avail- 
able to any state in actual need, for the prevention of disease, the 
promotion of health and the care of the sick on proof of such need. 

3. The principle that the care of the public health and the pro- 
vision of medical service to the sick is primarily a local responsibility. 

4. The development of a mechanism for meeting the needs of 
expansion of preventive medical services with local determination of 
needs and local control of administration. 

5. The extension of medical care for the indigent and the medi- 
cally indigent with local determination of needs and local control of 
administration. 

6. In the extension of medical services to all the people, the 
utmost utilization of qualified medical and hospital facilities already 
established. 

7. The continued development of the private practice of medi- 
cine, subject to such changes as may be necessary to maintain the 
quality of medical services and to increase their availability. 

8. Expansion of public health and medical services consistent with 
the American system of democracy. 


SUBSCRIPTION AND FELLOWSHIP DUES 

Those w:.o have not paid their 1940 Fellowship dues 
are reminded that a colored remittance slip was inserted 
in last week’s issue of THE JOURNAL. It served as an 
invoice so that the expense of sending personal bills 
might be avoided. Those who have already remitted 
should naturally disregard the slip. However, those 
who have not yet paid the 1940 dues will find it a 
convenient method of remitting. The slip is cut to form 
an envelop when folded and sealed, and requires no 
postage. It can readily be found in last week’s copy 
of THE JOURNAL. 

Included on the slip is a list of other periodicals pub- 
lished by the Association. Subscriptions to any of these 
special journals or to Hygeia, the Health Magazine, 
can be conveniently included with remittance for Fel- 


lowship or THE JOURNAL subscription. 


Jour. A. M. A 
JAN. 20, 1949 


THE PRESIDENT’S PLAN FOR FEDERAL 
HOSPITALS 

On invitation of President Franklin Delano Roose- 
velt, the committee appointed by the House of Delegates 
of the American Medical Association to confer with 
federal representatives relative to the proposed National 
Health Program visited the White House in Wash- 
ington to discuss the plan for the construction of hos- 
pitals with federal funds, first suggested by the President 
December 21. Representing the American Medical 
Association on this occasion were the chairman of this 
committee, Dr. Irvin Abell, and as members Drs. Walter 
F. Donaldson, Frederic Sondern, Walter E. Vest, Fred 
W. Rankin and Edward H. Cary and Dr, Austin A, 
Hayden, appointed by the Speaker of the House to take 
the place of Dr. Henry Luce, who was ill and unable to 
attend. Also in attendance to represent the Association 
were Drs. Olin West, secretary; R. G. Leland, of the 
Bureau of Medical Economics, and W. D. Cutter, of 
the Council on Medical Education and Hospitals. At 
the same time there were in attendance representatives 
of the American, Catholic and Protestant hospital asso- 
ciations, including Monsignor Griffin, Father Schwitalla, 
Fred Carter, Dr. Bert W. Caldwell and Rev. Paul R. 
Zwilling. Included also at the conference were Surgeon 
General Thomas Parran and Dr. Joseph Mountin, of the 
U. S. Public Health Service, and Surgeon General Ross 
T. McIntire, of the Naval Medical Corps. 

It is reported that the President indicated again his 
belief that it is not desirable to enact a program with 
the cumbersome and expensive aspects of the National 
Health Program or the Wagner Health Bill, S. 1620, 
and also that he indicated his belief that the technic of 
grants-in-aid with matching appropriations might not 
serve to be helpful to the very areas most requiring 
assistance. Furthermore, it was the President’s pro- 
posal that the federal government should erect the 
necessary hospitals but that the requests should come 
from the areas needing the hospitals and that they 
should be locally supported and administered. The 
President also emphasized the experimental and 
necessarily limited character of this program. 

Previous to the conference with the President, the 
representatives of the medical profession and of the hos- 
pitals in attendance had conferred and prepared a 
memorandum on the situation, which was left with the 
President. This memorandum follows: 


1. Hospitals to be built only where need for same 
can be shown. Advisory consultation in the deter- 
mination of such need to be given by the state medical 
and hospital associations, the state health department 
and the county judges or officials of the counties in 
which such hospital services are proposed. 

2. Size of hospital to be commensurate with the needs 
of the community and the ability of the latter to sup- 
port it. 
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3. Means for the maintenance and upkeep of such 
hospitals rank in importance equal to that of con- 
struction. 

4. Since the important objective of the program is 
the service it can render, hospital construction and 
administration, equipment, staff and personnel should 
meet the standards which the American Medical Asso- 
ciation, the American College of Surgeons and the hos- 
pital associations regard as minimal for rendering such 
service in the various localities. Where needed, since 
highly specialized facilities and personnel cannot be 
made available in all places, affiliation with larger hos- 
pitals or hospital centers to be had to the end that highly 
specialized services, diagnostic and therapeutic, be made 
available to all. 

5. Maintenance of a standard of professicnal and 
hospital service that will keep it efficient and prove 
attractive to qualified men and women as a career. 

6. Utilization of existing facilities where possible: 
Under no circumstances should the program be allowed 
to develop into competition with the voluntary hospitals 
but should rather foster cooperation between the two 
groups. 

7. Many small communities can be better served by 
the utilization of bed vacancies in available existing 
institutions than by the construction of new hospitals, 
transportation and per diem expense to be borne by 
state and/or county funds. Where state and/or county 
funds cannot be provided, expense to be met by, and to 
be dispensed by, local agencies. 

Ambulance service and good roads will permit this 
type of service to operate safely, efficiently and 
economically in communities not financially able to 
support a hospital. 





LIPOID PNEUMONIA 

In 1925 Laughlen,’ of Toronto, described four cases 
of bronchopneumonia in infants with an unusual micro- 
scopic picture. In addition to the usual polymorpho- 
nuclear leukocytic exudate, an exudate was present 
consisting almost exclusively of large vacuolated mono- 
nuclear cells containing unstained droplets of various 
sizes. By the use of sudan III stain these globules 
were demonstrated to be oil. Laughlen saw a similar 
condition in a man of 37 with paralysis of the vocal 
cords. This patient was given 114 ounces (45 cc.) of 
liquid petrolatum three times a day for four and one- 
half months as a laxative. At necropsy a condition 
similar to that in the preceding four cases was present 
in his lungs. In all of Laughlen’s five cases there was 
a history of “oil treatment.” In three menthol in 
liquid petrolatum was administered in intranasal drops 
and in two liquid petrolatum was given as a laxative. 





1, Laughlen, G. F.: Studies on Pneumonia Following Nasopharyngeal 
Injection of Oil; Am. J. Path. 1: 407 (July) 1925. 
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Laughlen demonstrated in animal experiments that 
oil finds its way into the alveoli of the lung not only 
when directly introduced into the trachea but also at 
times when administered in sufficient quantities in the 
nose and throat. He found that oil when present in 
the lung is actively phagocytosed by the endothelial 
cells, which come to fill the alveoli and eventually cause 
consolidation of lung tissue. He believed that oil, by 
lowering the resistance of the tissue or by carrying 
infection from the nose and throat, may be a factor in 
the production of pneumonia. 

Pinkerton? in 1927 reported six instances of oil 
aspiration in infants. A positive history of the use of 
fairly large quantities of some fatty or oily substance 
was present in all. The reaction on the part of the lung 
was identical with that described by Laughlen. There 
was an outpouring of macrophages laden with oil drop- 
lets, with subsequent formation of giant cells and 
fibrosis. The cases ranged from one which showed 
the earliest reaction (large, oil-laden mononuclears in 
the alveoli only) to one which showed nodular fibrosis 
suggesting, on gross examination, tumor formation. 
Pinkerton demonstrated in animal experiments that 
(1) animal, mineral and vegetable oils injected intra- 
tracheally disappear slowly from the lung, requiring a 
period of several months for complete removal; (2) 
in the absence of infection, the simple, neutral vegetable 
oils (iodized sesame, poppyseed oil and olive oil) prac- 
tically do not produce any reaction; (3) animal oils 
(milk fat, rabbit fat, cod liver oil and lard oil) cause 
marked fibrosis and giant cell formation in the lung 
in a few days, and (4) liquid petrolatum is quickly 
emulsified and taken up by phagocytic cells in the alveoli 
with resulting consolidation of the lung. Liquid petro- 
latum is a pure hydrocarbon, incapable of undergoing 
hydrolysis. It is apparently irritating enough to evoke 
a tremendous cellular reaction. According to Pinker- 
ton it can be readily identified by the simple histochem- 
ical procedure of fixing or staining the suspected tissue 
with osmic acid. Since the oil readily dissolves sudan 
IV and does not reduce osmic acid, as vegetable and 
animal oils do, it can be detected even when other 
lipids are present. 

Cannon and Walsh * demonstrated in rabbits that the 
intranasal administration of oil, as weil as of watery 
solutions of tannic acid, zinc sulfate and sodium sulfate, 
caused edema, necrosis, hemorrhage and focal broncho- 
pneumonia. These effects were more severe when the 
antiseptic solutions were put into the noses of rabbits 
with snuffles or were mixed with living bacteria iso- 
lated from the noses of rabbits with snuffles. They 
stressed the dangers of intranasal medication by point- 
ing out that it is frequently used in the treatment of 





2. Pinkerton, Henry: The Reaction to Oils and Fats in the Lung, 
Arch. Path. 5: 380 (March) 1928. 

3. Cannon, P. R., and Walsh, T. E.: Lipoid Pneumonia and Some 
Potential Dangers of Intranasal Medication, Internat. Clin. 3: 109 (Sept.) 
1938. 
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acute infections of the upper respiratory tract and that 
the oils in passing down into the lungs are likely to 
carry the offending micro-organisms with them. Thus 
the possibility of involuntary aspiration of a part of oil 
sprayed or dropped into the upper passages without 
exciting the reflex closure of the glottis was clearly 
demonstrated by the experiments of Laughlen, Ikeda, 
and Cannon and Walsh. The aspiration is probably 
facilitated by the mildly anesthetic effect of such drugs 
as menthol and thymol. 

Goodwin’s* report of twenty-five cases of “lipoid 
cell pneumonia” in infants and young children called the 
attention of pediatricians to the frequency of this type 
of aspiration pneumonia,’ particularly in debilitated 
infants and in those with impaired deglutition due to 
some neurologic disorder. The clinical record of forced 
feeding, regurgitation of ingested oil and the use of 
intranasal instillation of oil indicate the mode of aspira- 
tion of oil into the lung in these cases of broncho- 
pneumonia. 

As a result of the isolated reports of lipoid pneumonia 
in adults by Laughlen, Fischer-Wasels, Ellinger, Meur- 
sing, Davis and others, this peculiar form of pneumonia 
is not considered a rare occurrence among older per- 
sons. Thus, in a total of 106 cases collected by Ikeda ° 
from the literature up to 1936 there were thirty-eight 
cases, including five of his own, of “lipoid” pneumonia in 
adults, and at necropsies at Bellevue Hospital between 
1934 and 1938 Graef* encountered nine out of a total 
of twenty-two. Ikeda considered lipoid pneumonia of 
adults a distinct clinicopathologic entity which occurs 
in older persons and is characterized by slow evolution 
with recurrent bronchopulmonary symptoms. The pul- 
monary lesion is one of a chronic nonspecific, non- 
suppurative granulomatous foreign body reaction 
terminating in fibrosis and tumefaction—a paraffinoma 
of the lung. Liquid petrolatum and its many medicated 
combinations constitute the chief etiologic ‘ factor 
(thirty-seven out of thirty-eight cases). The oil may 
be taken orally or intranasally. More frequently it is 
self administered, often habitually over a period of 
years, being dropped or sprayed into the upper respira- 
tory passages. 

There is unanimity of opinion among investigators 
as to the dangers of intranasal medication with oils, 
particularly as is seen in the uncontrolled use by the 
public of the various preparations of liquid petrolatum. 
These dangers have been stressed in editorials in THE 
JourNAL. The season of colds now at hand and the 
incessant bombardment over the radio extolling cer- 
tain preparations for intranasal medication justify 
reiteration. 





4. Goodwin, R. C.: 
309 (Aug.) 1934. 

5. The term “lipoid’’ is not a very successful one, since it has refer- 
ence to saponifiable fats only. 

6. Ikeda, Kano.: Lipoid Pneumonia of the Adult Type (Paraffinoma 


Lipoid Cell Pneumonia, Am. J. Dis. Child. 48: 


of the Lung), Arch. Path. 23: 470 (April) 1937. 
7. Graef, Irving: 
(Nov.) 1939. 


Studies in Lipid Pneumonia, Arch. Path. 28: 613 
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COMMENT 


Current Comment 


; ACCURACY IN MEDICAL NEWS 

Only those closely associated with modern trends 
in publication are familiar with the vast improvement 
that has been taking place relative to the publication 
of news of scientific advances. A bulletin recently 
issued by the United Press to its bureau managers and 
division managers is worthy of quotation. It reads: 


It seems advisable to restate our traditional policy concerning 
handling stories of “cures” or other medical developments. 

This policy, which dates back more than twenty years, js 
never to call anything a cure, or in fact give any publicity 
to any remedy of any description, without a thorough investi- 
gation. 

This rule is now being strengthened by the following: 

Under no circumstances put any story on the leased wire 
about a remedy. If the bureau manager is convinced that the 
story has merit, he should overhead it to New York for 
investigation and consideration there. 





HEALTH CONDITIONS IN GERMANY 


Neither compulsory sickness insurance nor the totali- 
tarian state, with all its widely advertised health move- 
ments, has apparently been able to maintain the health 
of the German people. The Reader’s Digest contains 
an abstract of a forthcoming book, “Heil Hunger!” 
by Dr. Martin Gumpert,’ formerly head of the Berlin 
City Dispensary for Deformity Diseases, which indi- 
cates that there has been a decided decline in recent 
years in nearly all phases of German health. The 
number of cases of scarlet fever and diphtheria have 
increased from 30 to 50 per cent since 1933. The pres- 
ent death rate from diphtheria is now more than four 
times that in the United States. Lack of essential 
vitamin containing foods appears to have caused an 
alarming increase in rickets and has resulted in a 
frightful prevalence of foot deformities. The extension 
of the working day accounts in part for an increase 
of more than 20 per cent of sickness recorded under 
insurance between 1933 and 1936, so that in the latter 
year the recorded morbidity for German workers was 
three times as great as in the entire American popu- 
lation. In 1938 the average German worker was ill 
more than fourteen days during the year. While tuber- 
culosis is on the decrease in every other country, Dr. 
Gumpert alleges that official statistics, from which he 
takes all his statements, show a considerable increase 
of this disease in Germany in recent years. Diseases 
due to bad food are particularly prevalent. This is 
explained as in part due to the decrease in the con- 
sumption of meat, fats, eggs and potatoes and the use 
of substitutes. Since the establishment of the Nazi 
state there have been nearly three times as matly 
suicides to: 10,000 of population as in the United States. 
The death rate has increased in almost every age grou). 
The increase has been most rapid in the working years. 
In the meantime the required period of medical study 
has been reduced by two years, and quacks and nature 
healers have been encouraged. In 1935 and 1936, 25 
per cent of the men called up for service were rejected, 
and in 1938 only 55 per cent were accepted. 





1. Health Under Hitler, condensed from Heil Hunger! Reader’s Digest 
35:19 (Dec.) 1939. 
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ORGANIZATION SECTION 





A PLAN TO PROVIDE MEDICAL CARE FOR PERSONS ON RELIEF 


SCOTT LORD SMITH, M.D. 
POUGHKEEPSIE, N. Y. 


This plan, which has been in use in Dutchess County, 
\. Y., for four years, is made possible by a gentlemen’s 
agreement between the county medical society and the 
welfare departments of Dutchess County and the city 
of Poughkeepsie. It is not the outcome of a critical 
survey of the county’s resources and needs but has 
resulted directly from the necessity of furnishing medi- 
cal care to relief clients and the inability of the indi- 
vidual doctor to provide’ this care without some remun- 
eration and the demand of the taxpayer to keep as low, 
as consistent with adequate medical care, the costs to 
the community. 

Dutchess County is a farming and residential, or 
distant suburban, community of 806 square miles and 
a population of 105,000. It contains two cities of 
45,000 and 12,000 and twenty townships. Its hospital 
facilities are sufficient and well distributed and readily 
accessible through a network of good roads. In it 
practice eighty-seven physicians and surgeons in the 
cities and forty-six in the villages of twenty townships. 


ORGANIZATION OF THE PLAN 
The county society agrees: 


1. To accept the rates of remuneration for physicians and 
other regulations as prescribed by the New York State Welfare 
Department under the State Welfare Law. 

2. To elect a committee to meet each month with the welfare 
commissioner to adjust physicians’ bills and any problems 
arising from the medical care of the indigent. 

3. That, if the funds set up for the purpose by the county 
are insufficient in any month to meet the total of physicians’ 
bills, each participating doctor will accept the necessary pro rata 
cut in his bill against the county. 


The Welfare Department agrees: 


1. To provide in its budget a fixed sum per month for each 
“case unit” on relief. 

2. To accept the services of any qualified resident physician 
who is willing to work under the conditions prescribed jointly 
by the county medical society, the local welfare-department and 
the state welfare department. 

3. To allow the relief client free choice of any physician from 
this panel, as already described. 


WORKING OF THE PLAN IN ACTUAL PRACTICE 


On the basis of estimates by the state welfare depart- 
ment and by a Michigan county medical society which 
organized its own relief work, one dollar monthly per 
case unit on relief was selected as a basic rate for pro- 
viding county funds. After a brief trial this estimate 
was found insufficient and has been raised in successive 
steps to $1.25 for the seven summer months and $1.40 
for the five remaining months. With rigorous adher- 
ence to both the letter and the spirit of the agreement, 
under constant scrutiny of the county society’s welfare 
committee, these two rates have provided the necessary 
total funds. It is this committee, and it alone, that 
makes successful operation of the plan possible. To 
serve On it one must possess public spirit and a desire 
to further the best interests of medicine, in addition to 
energy, tact and patience. 


In 1930 New York State superseded its old “Poor 
Law” with the present “Welfare Law.” Prior to that 
year each township and city employed a doctor at a small 
yeafly stipend to care for its sick poor. To be eligible 
for such care a person must have been accepted by the 
poormaster as indigent. This community responsibility 
the Welfare Law broadened to include all persons 
unable to provide adequate medical care for them- 
selves. While the full import of this provision has 
never been accepted by the several welfare commis- 
sioners, there was created a vastly increased volume of 
medical work for payment of which the individual wel- 
fare district became responsible. Since the law permits 
each welfare commissioner to make what arrangements 
he pleases for the care of his relief clients, ranging 
from the unsupervised fee system to the employment 
of a full time salaried physician, only the fact that state 
reimbursement to his district is contingent on the state 
welfare commissioner’s approval of his plan acts as a 
deterrent to possible insufficient care. 

The general unemployment of the middle 1930's 
completed the picture. As a result, in the city of 
Poughkeepsie 5,000 persons on relief became theoreti- 
cally under the care of a single part time physician on 
a $1,200 a year salary. Actually the work was thrown 
on those doctors in whose practice the relief clients 
had been in many cases producing an insupportable 
financial burden. In the county welfare district the 
unsupervised “fee system” took the place of the part 
time salaried “poor physician.” Two years’ trial of this 
plan proved so expensive that the county board of 
supervisors demanded a change. In response to its 
demand, coupled with the equally urgent need to reim- 
burse the doctors in the city district, the plan described 
was formulated by joint agreement between the two 
welfare districts and the county medical society. 


CONCLUSIONS 

The plan described has given general satisfaction 
during the four years of its operation in Dutchess 
County, in that it has: 

1. Provided relief clients with free choice of phy- 
sicians. 

2. Provided the doctor with reasonable remuneration 
for his care of relief clients. 

3. Provided this care at reasonable cost to the tax- 
payer. 

4. Demonstrated that a county medical society and a 
welfare department can cooperate to give satisfactory 
medical relief care. 

5. Demonstrated the willingness and capacity of a 
medical society to regulate the professional activities 
of its members when such regulation is essential in the 
interests of the membership in general. 

6. Demonstrated the capacity of the individual phy- 
sician to do his part in meeting the social problems 
of the time. 

113 Academy Street. 
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THE PHYSICIAN’S FEDERAL INCOME TAX—1940 


The Revenue Act of 1939 effected no change in the 
federal income tax laws of particular interest to physi- 
cians, as such. Another law, however, the Public Salary 
Tax Act of 1939, will subject to the federal income 
tax laws the income derived from personal services 
rendered by a physician as an officer or employee of 
a state, political subdivision, or any agency or instru- 
mentality of either. Heretofore such income has been 
considered nontaxable under the federal income tax 
laws if received for services rendered in carrying out 
a governmental function. Furthermore, the federal 
government consented to the taxation by states or local 
taxing authorities of compensation received after Dec. 
31, 1938 for personal service as an officer or employee 
of the United States, any territory or possession or 
political subdivision, the District of Columbia or any 
agency or instrumentality of any one or more of the 
foregoing, if such taxation does not discriminate against 
such officer or employee because of the source of such 
compensation. This act, in effect, does away with 
the immunity from federal income taxes heretofore 
accorded employees of states, their political subdivi- 
sions, agencies or instrumentalities and the immunity 
from state and local taxes of the income received by 
federal officers or employees. 

Every one who is required to make a federal income 
tax return must do so on or before March 15, unless 
an extension of time for filing his return has been 
granted. For cause shown, the collector of internal 
revenue for the district in which the taxpayer files his 
return may grant such an extension, on application 
filed with him by the taxpayer. This application must 
state fully the causes for the delay. Failure to make 
a return may subject the taxpayer to a penalty of 25 
per cent of the amount of the tax due. 

The normal rate of tax on residents of the United 
States and on all citizens of the United States regardless 
of their places of residence is 4 per cent on net income 
in excess of the exemptions and credits. 


WHO MUST FILE RETURNS 

1. If gross income was less than $5,000 during 1939, 
a return must be filed (a) by every unmarried person, 
and by every married person not living with her 
husband or his wife, whose net income was $1,000 or 
more, and (b) by every married person living with 
her husband or his wife, whose net income was $2,500 
or more. If the aggregate net income of husband and 
wife, living together, was $2,500 or more, each may 
make a return or the two may unite in a joint return. 

2. Returns must be filed by every person whose 
gross income in 1939 was $5,000 or more, regardless 
of the amount of his net income and of his marital 
status. If the aggregate gross income of husband and 
wife, living together, was $5,000 or more, they must 
file either a joint return or separate returns, regardless 
of the amounts of their joint or individual net incomes. 

If the status of a taxpayer, so far as it affects the 
personal exemption or credit for dependents, changed 
during the year, the personal exemption and credit must 
be apportioned, under rules and regulations prescribed 
by the Commissioner of Internal Revenue with the 
approval of the Secretary of the Treasury, in accor- 
dance with the number of months before and after 
such change. For the purpose of such apportionment 
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a fractional part of a month should be disregarded 
unless it amounts to more than half a month, in which 
case it is to be considered as a month. 

As a matter of courtesy only, blanks for returns are 
sent to taxpayers by the collectors of internal revenue, 
without request. Failure to receive a blank does not 
excuse any one from making a return; the taxpayer 
should obtain the necessary blank from the local col- 
lector of internal revenue. 

The following discussion covers only matters relating 
specifically to physicians. Full information concerning 
questions of general interest may be obtained from the 
official return blank and from the collectors of internal 
revenue. 


GROSS AND NET INCOMES: WHAT THEY ARE 


Gross Income.—A physician’s gross income is the 
total amount of money received by him during the 
year for professional services, regardless of the time 
when the services were rendered for which the money 
was paid, plus such money as he has received as profits 
from investments and speculation and as compensation 
and profits from other sources. 


Net Income.—Certain professional expenses and the 
expenses of carrying on any enterprise in which the 
physician may be engaged for gain may be subtracted 
as “deductions” from the gross income, to determine 
the net income on which the tax is to be paid. An 
“exemption” is allowed, the amount depending on the 
taxpayer’s marital status during the tax year as stated 
before. These matters are fully covered in the instruc- 
tions on the tax return blanks. 


Earned Income.—In computing the normal tax, but 
not the surtax, there may be subtracted from net 
income from all sources an amount equal to 10 per 
cent of the earned net income, except that the amount 
so subtracted shall in no case exceed 10 per cent of 
the net income from all sources. Earned income means 
professional fees, salaries and wages received as com- 
pensation for personal services, as distinguished from 
receipts from other sources. 

The first $3,000 of a physician’s net income from 
all sources may be regarded under the law as earned 
net income, whether it was or was not in fact earned 
within the meaning set forth in the preceding para- 
graph. Net income in excess of $3,000 may not be 
claimed as earned unless it in fact comes within that 
category. No physician may claim as earned net income 
any income in excess of $14,000. 


DEDUCTIONS FOR PROFESSIONAL EXPENSES 


A physician is entitled to deduct all current expenses 
necessary in carrying on his practice. The taxpayer 
should make no claim for the deduction of expenses 
unless he is prepared to prove the expenditure by com- 
petent evidence. So far as practicable, accurate itemized 
records should be kept of expenses and substantiating 
evidence should be carefully preserved. The following 
statement shows what such deductible expenses are and 
how they are to be computed : 

Office Rent.—Office rent is deductible. If a physi- 
cian rents an office for professional purposes alone, 
the entire rent may be deducted. If he rents a building 
or apartment for use as a residence as well as for 
office purposes, he may deduct a part of the rental 
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fairly proportionate to the amount of space used for 
professional purposes. If the physician occasionally 
sees a patient in his dwelling house or apartment, he 
may not, however, deduct any part of the rent of such 
house or apartment as professional expense ; to entitle 
him to such a deduction he must have an office there, 
with regular office hours. If a physician owns the 
building in which his office is located, he cannot charge 
himself with “rent” and deduct the amount so charged. 

Office Maintenance.—Expenditures for office main- 
tenance, as for heating, lighting, telephone service and 
the services of attendants, are deductible. 

Supplies —Payments for supplies for professional 
use are deductible. Supplies may be fairly described 
as articles consumed in the using; for instance, dress- 
ings, clinical thermometers, drugs and chemicals. Pro- 
fessional journals may be classified as supplies and 
the subscription price deducted. Amounts currently 
expended for books, furniture and professional instru- 
ments and equipment, “the useful life of which is 
short,” generally less than one year, may be deducted ; 
but if such articles have a more or less permanent 
value, their purchase price is a capital expenditure 
and is not deductible. 

Equipment.—Equipment comprises property of a 
more or less permanent nature. It may ultimately wear 
out, deteriorate or become obsolete, but it is not in the 
ordinary sense of the word “consumed in the using.” 

The cost of equipment, such as has been described, 
for professional use, cannot be deducted as expense in 
the year acquired. Examples of this class of property 
are automobiles, office furniture, medical, surgical and 
laboratory equipment of more or less permanent nature, 
and instruments and appliances constituting a part of 
the physician’s professional outfit, to be used over a 
considerable period of time, generally over one year. 
Books of more or less permanent nature are regarded 
as equipment and the purchase price is therefore not 
deductible. 

Although the cost of such equipment is not deducti- 
ble in the year acquired, nevertheless it may be recov- 
ered through depreciation reductions taken year by year 
over its useful life, as described later. 

No hard and fast rule can be laid down as to what 
part of the cost of equipment is deductible each year 
as depreciation. The amount depends to some extent 
on the nature of the property and on the extent and 
character of its use. The length of its useful life 
should be the primary consideration. The most that 
can be done is to suggest certain average or normal 
rates of depreciation for each of several classes of 
articles and to leave to the taxpayer the modification 
of the suggested rates as the circumstances of his 
particular case may dictate. As fair, normal or average 
rates of depreciation, the following have been sug- 
gested: automobiles, 25 per cent a year; ordinary 
medical libraries, x-ray equipment, physical therapy 
equipment, electrical sterilizers, surgical instruments 
and diagnostic apparatus, 10 per cent a year; office 
furniture, 5 per cent a year. 

The principle governing the determination of all 
rates of depreciation is that the total amount claimed 
by the taxpayer as depreciation during the life of the 
article, plus the salvage value of the article at the end 
of its useful life, shall not be greater than its purchase 
price or, if purchased before March 1913, either its 
fair market value as of that date or its original cost, 
whichever may be greater. The physician must in 
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good faith use his best judgment and claim only such 
allowance for depreciation as the facts justify. The 
estimate of useful life, on which the rate of deprecia- 
tion is based, should be carefully considered in his 
individual case. 

In a Treasury Decision, approved Feb. 28, 1934, 
No. 4422, it was held, among other things, that: 

1. The cost to be recovered shall be charged off 
over the useful life of the property. 

2. The reasonableness of any claim for depreciation 
shall be determined on the conditions known to exist 
at the end of the period for which the return was made. 

3. Where the cost or other basis of the property 
has been recovered through depreciation or other allow- 
ances, no further deduction for depreciation shall be 
allowed. 

4. The burden of proof will rest on the taxpayer 
to sustain the deduction claimed. 

5. The deduction for depreciation in respect to any 
depreciable property for any taxable year shall be 
limited to such ratable amount as may reasonably be 
considered necessary to recover during the remaining 
life of the property the unrecovered cost or other basis. 

Particular attention is called to the last of the fore- 
going provisions. If, in prior years, rates have been 
claimed which, if continued, will fully depreciate the 
cost, less salvage, before the end of its useful life, based 
on conditions now known, a reestimate of the remain- 
ing useful life should now be made and the portion of 
the cost that had not been depreciated at the beginning 
of the year 1939 (for a return for the year 1939) 
should be spread over this reestimated life. 

Medical Dues.—Dues paid to societies of a strictly 
professional character are deductible. Dues paid to 
social organizations, even though their membership is 
limited to physicians, are personal expenses and not 
deductible. 

Postgraduate Study.—The Commissioner of Internal 
Revenue holds that the expense of postgraduate study 
is not deductible. 

Traveling Expenses.—Traveling expenses, including 
amounts paid for transportation, meals and lodging, 
necessarily incurred in professional visits to patients 
and in attending medical meetings for a professional 
purpose, are deductible. 

Automobiles —Payment for an automobile is a pay- 
ment for permanent equipment and is not deductible. 
The cost of operation and repair, and loss through 
depreciation, are deductible. The cost of operation and 
repair includes the cost of gasoline, oil, tires, insurance, 
repairs, garage rental (when the garage is not owned 
by the physician), chauffeurs’ wages, and the like. 

Deductible loss through depreciation of an automobile 
is the actual diminution in value resulting from obso- 
lescence and use and from accidental injury against 
which the physician is not insured. If depreciation is 
computed on the basis of the average loss during a 
series of years, the series must extend over the entire 
estimated life of the car, not merely over the period 
in which the car is in the possession of the present 
taxpayer. 

If an automobile is used for professional and also for 
personal purposes—as when used by the physician 
partly for recreation, or so used by his family—only 
so much of the expense as arises out of the use for 
professional purposes may be deducted. A physician 
doing an exclusive office practice and using his car 
merely to go to and from his office cannot deduct 








256 ORGANIZATION SECTION 


depreciation or operating expenses; he is regarded as 
using his car for his personal convenience and not as a 
means of gaining a livelihood. 

What has been said in respect to automobiles applies 
with equal force to horses and vehicles and the equip- 
ment incident to their use. 


MISCELLANEOUS 

Contributions to Charitable Organizations. — For 
detailed information with respect to the deductibility 
of charitable contributions generally, physicians should 
consult the official return blank or obtain information 
from the collectors of internal revenue or from other 
reliable sources. A physician may not, however, deduct 
as a charitable contribution the value of services ren- 
dered an organization operated for charitable purposes. 

Social Security Taxes.—The excise taxes imposed on 
employers by section 804, title VIII, and section 901, 
title IX, of the Social Security Act, commonly referred 
to as old age and unemployment benefit taxes, are 
deductible annually by employers in computing net 
income for federal income tax purposes. If the tax- 
payer’s return is made on a cash basis, as are the 
returns of practically all physicians, the taxes are 
deductible for the year in which they are actually paid. 
If the return is made on an accrual basis, the taxes are 
deductible for the year in which they accrue, irre- 
spective of when they are actually paid. Employees, 
including physicians whose employment brings them 
within that category, may not deduct the tax imposed 
on them by section 801, title VIII, of the Social 
Security Act, generally referred to as the old age 
benefits tax. If, however, the employer assumes pay- 
ment of the employee’s tax and does not withhold the 
amount of the tax from the employee’s wages, the 
amount of the tax so assumed may be deducted by 
the employer, not as a tax paid but as an ordinary 
business expense. 
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Laboratory Expenses. — The deductibility of the 
expenses of establishing and maintaining laboratories 
is determined by the same principles that determine 
the deductibility of corresponding professional expenses, 
Laboratory rental and the expenses of laboratory equip. 
ment and supplies and of laboratory assistants are 
deductible when under corresponding circumstances 
they would be deductible if they related to a physician’s 
office. 

Losses by Fire or Other Causes.—Loss of and 
damage to a physician’s equipment by fire, theft or other 
cause, not compensated by insurance or otherwise 
recoverable, may be computed as a business expense 
and is deductible, provided evidence of such loss or 
damage can be produced. Such loss or damage js 
deductible, however, only to the extent to which it has 
not been made good by repair and the cost of repair 
claimed as a deduction. 

Insurance Premiums.—Premiums paid for insurance 
against professional losses are deductible. This includes 
insurance against damages for alleged malpractice, 
against liability for injuries by a physician’s automobile 
while in use for professional purposes, and against loss 
from theft of professional equipment and damage to or 
loss of professional equipment by fire or otherwise. 
Under professional equipment is to be included any 
automobile belonging to the physician and used for 
strictly professional purposes. 

Expense in Defending Malpractice Suits —Expense 
incurred in the defense of a suit for malpractice is 
deductible as a business expense. 


Sale of Spectacles ——Oculists who furnish spectacles, 
etc., may charge as income money received from such 
sales and deduct as an expense the cost of the article 
sold. Entries on the physician’s account books should 
in such cases show charges for services separate and 
apart from charges for spectacles, etc. 





THE ROLE OF STATE MEDICAL JOURNALS IN ORGANIZED MEDICINE 


SAMUEL J. KOPETZKY, M.D. 
Editor, New York Medical Week 


NEW 


I know of no peculiar attributes or personal experiences 
which entitle me to talk to you—my colleagues—with great 
authority on the subject to which I am called on to respond. 
I must therefore assume that it is due to my maturity and the 
experience I have gained in more than eighteen years in the 
editorship of the New York Medical Week. The sole revenge 
that maturity can take on the rest of you—all editors and secre- 
taries of medical societies—is to preach at you. I have been 
the victim of innumerabie postprandial addresses: I should have 
mercy in my heart. The after dinner speech is an American 
vice, which surely ought not to be unduly encouraged. 

However, we are met on a suitable occasion. I shall mix 
mercy with justice and, if possible, add what I can of wisdom. 
I shall attempt to be reasonably brief. 

We are all interested in state medical journals; we are repre- 
sentatives of the editorial group and as such are presumed 
effectively to function as editors. 

What is an editor? One who edits; one who oversees the 
selection, preparation and the arrangement of material for pub- 
lication; one who prepares for use or publication by reviewing, 
compiling, collecting and correcting; one who has been charged 
with the responsibility of a department of a newspaper or 
publication; one who writes editorials. Here tonight we are 
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less concerned with these routine duties—we take them in our 
stride and either competently or indifferently “carry on.” 

What constitutes an editorial? This is an article in a journal 
or publication presumably written by the editor or his subor- 
dinates and published as an official argument or expression of 
opinion. It is on this aspect of editorship that I want to con- 
centrate your thoughts and evoke your reactions, The success 
of a journal or publication is not based so much on its informa- 
tive articles—although they too are important—as it is on the 
editorial expression of opinion. The articles are of use to the 
medical profession by reason of their novelty, their ingenuity 
or their report of completed research, as well as because of the 
interest which recorded laboratory data and clinical bedside 
observations hold for the average run of the medical journal 
reading public. But only that medical publication reaches dis- 
tinction, attains prestige and wields influence whose editorial 
pages make it a journal of opinion. Where you find a great 
medical journal of opinion, there you invariably find that the 
printed page reaches the light through the shadows cast on it 
by a competent editor. An editor is as great as his ability to 
bring to his readers those facts and opinions which they had 
but were unable clearly to express. In presenting to them their 
thoughts anew an editor is great if he can bring them back to 
his reader in an angle which will cause him to fall into line 
with the policies of the publication. When done with skill, this 
may frequently cause the reader to do “an about face.” 
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Among us who are editors of journals, in the interlocking 
chain of constituent bodies of this great American Medical 
Association, the editorial message naturally must be based on 
adopted policy of the organizations we serve. The editor must 
be anonymous. If his editorial is not unsigned and anonymous, 
it becomes the opinion only of the one who signed it and, when 
quoted, it is quoted as his opinion. It is a fundamental formula 
i) democratically controlled and run organizations that the 
association—the aggregate of its members—and their voice are 
more important and of higher value than that of any one officer 
or individual within the organization. So too with our publica- 
tions, the journal itself is greater than any of its editors, and it 
—the journal—must express itself and it must not express or 
enhance the editorial writer. If perchance what the editorial 
page says is good, rings true and carries a potent message, then 
the journal should be credited, and the journal is quoted and 
attains prestige. 

A real editor—one who knows, lives and feels the worth of 
his job—rejoices in the glorious anonymity which good editorial 
writing implies. An editor is presumed to know thoroughly the 
topic on which he writes. Soc comprehensive should be his grasp 
that he should be able to deliver his message in a few pungent 
paragraphs. It is a truism that the better the mastery of any 
topic, the less will be the number of words necessary to tell its 
story. Thus the editorial becomes distinguished and differenti- 
ated from an article written on the same topic. Reiteration is 
the essence of teaching. Hence it is within the realm of good 
editorship to repeat in different form-patterns of words the 
same message over and over again. Truths held sacred, tradi- 
tions hallowed by time and usage, and policy which is being 
stressed—these lose nothing in being retold and reemphasized. 
Every truth and every policy has many facets. One aspect and 
one elemental factor should be the backbone of each repetition 
of the editorial comment. As an example in point: Recently 
the President-Elect, Dr. Nathan B. Van Etten, in his address 
before the Pittsburgh Academy of Medicine, said, in speaking 
on The American Way, “The best program for medicine should 
be the product of the best minds of the American people. I 
propose that it be written by physicians and when approved by 
organized medicine that it be submitted to the Congress. I 
believe that we should try to find an American way—built on 
the sound foundations of American experience.” This we, 
in New York, will put on our masthead and keep it there 
during succeeding issues. Editorially we shall reiterate the 
message: this :masthead contains, in our endeavor to make it 
reach the value of a household word. 

An editor must be entirely untrammeled and free to express 
himself, This freedom should range far and wide but not extend 
beyond the framework of adopted policy. Intramural groups 
and political blocs must never be favored, one above the other. 
They all must be tolerated. All must have the editor’s sym- 
pathetic ear, but no one must control his potent pen. His office 
must never be used as an intramural stepping stone for the 
almost unavoidable political groupings and ambitious aspirations 
of one sector of the membership over that of another, since the 
whole membership is actually the editor’s. collective employer. 
He serves all of them best when he remains an observer, some- 
what aloof, intensely sympathetic and yet always beyond intra- 
mural politics. Policies are greater than people, and problems 
always outweigh parties. 

Happy indeed is the editor of a state journal who successfully 
attains.such a position among his fellow members. He must 
beware lest he be lured by the: siren voice of intramural pres- 
sure groups who have a vested intellectual and evangelistic 
‘nterest in some form of public health education propaganda. I 
am referring to very worthy groups among us, as for example 
groups interested in the blind, in the deafened and in the control 
of cancer and of tuberculosis. Such groups send to the public 
their own particular messages. The editor of our state journal, 
having won the confidence of his readers, serves them as a 
guide and must stand between the strenuous special pleaders 
from these groups and the general run of the profession. In no 
case should the editor become one of the special pleaders. 

The editor must defend traditional policies of the profession 
against the general public, which often clamors for hasty and 
unwise change. The editor must know that there are always 
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those who delight in tagging themselves with the label of 
“progressive” because of an inherent restless desire to bring 
about change. It remains to be seen whether or not the change 
is really a progression. At the same time the editorial must 
be so employed that it must lead the profession itself away 
from its inbred aversion to any change. The editor must be a 
courageous leader, and editorially our state journals must stress 
an appreciation of new situations and new methods to meet 
them. The age we live in is one of fast movement. The editor 
must sense the trends of the time in which he is living and 
must present the trends of his day so that our readers, first 
the medical profession and secondly the public it serves, will 
appreciate the changes taking place about us and be prepared 
mentally by an intelligent awareness of the current situation 
and thus be able to build new methods and evolve new technics 
to meet the changing trends of the day, All this must be within 


‘the framework of sound proposals and adopted policies. 


The end to be achieved by the medical editor goes further 
than merely to educate both public and profession for cooper- 
ation on accepted policies only. He must prepare groundwork, 
pave new highways, light up darkened avenues of thought for 
the appreciation of needs for change in policy and in the develop- 
ment of policy. He must do this even though some of these 
changes are generally felt to be unpopular with the profession 
at the given moment. 

The medical editor should avoid the use of generalities to 
help him win his fights. Facts and figures are always the best 
arguments, and the editor himself should never be fooled by 
generalities and slogans. Slogans are the verbal anesthetics 
which lull intelligent apprehension of factual data into discards. 
Most slogans are actually trite phrases framed to nullify the 
necessity for thinking. They are put forward in the effort to 
have the casual reader substitute them for conclusions arrived 
at by deductive reasoning. The editor himself must scrupulously 
avoid employing slogans. If worthy of the editorial pen he 
wields, his readers have a right to expect better things than 
that from him. The medical editor naturally must be a student 
of medical affairs. His studies should be almost wholly objec- 
tive; he should carefully examine every proposal no matter 
how fallacious or fantastic it may seem. There may be some 
germ of good in it somewhere, and if such is found that little 
good, no matter how small, should be conserved for incorpora- 
tion in editorial policy. Our constant effort is to bring com- 
prehension of better methods and technics to the profession so 
that the public welfare is better served. 

The editor is the paramount factor in bringing the general 
public and the medical profession into close copartnership in 
the endeavor to maintain high standards of medical practice and 
a high level of public health. Organized medicine needs no 
subterfuge in exchanging views with the public or in telling 
the public its stand on current moot questions. The public, 
represented by its general newspapers and government agencies 
concerned with public health, is bound to listen to organized 
medicine speaking in the name of its 115,000 physicians, through 
THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION and 
our state journals. If we as editors thoroughly understand our 
jobs and conscientiously perform our duties, mutual confidence 
will soon become the established order. Organized medicine 
can speak publicly through our columns in a voice that will be 
heard and heeded. Organized medicine needs no camouflaged 
pressure group to lead its fights toward better medicine and 
higher grades of medical care or even to popularize the develop- 
ment of its technics for delivering medical care to the indigent 
and the near indigent, who are separated from receiving such 
care by financial barriers. Organized medicine, free and unafraid 
and “in the open,” can advocate its own considered judgments 
on such questions. 

But organized medicine must clearly define its medical policy. 
No body of men, however expert as publicists, can sell “nebu- 
lae.” We may be told that a nebula consists of an aggregation 
of exceedingly bright stars, but it takes an expert astronomer 
and a strong telescope to see even one. You cannot beat a horse 
with no horse. Our national health policy must be stated 
plainly ; our goal must be set so clearly that all who run may 
read. It must be broad enough to cover the general medical 
needs of the whole country and flexible enough to fit every 
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. conceivable local situation. This, of course, is in the hands of 
the policy forming groups in our organizations, and I am sure 
that they are endeavoring to complete their designated tasks. 

The program handed us this morning, the result of the action 
yesterday of the Board of Trustees, is a step in this direction. 
I look on it as a fine beginning, the outline of a basic formula 
for a national health policy which we can back, and which 
the leadership of the American Medical Association will develop 
further. I trust to see an endeavor to translate it into enabling 
legislation so that our states and our state organizations can 
act under it and make it effective. We as editors, however, 
definitely need this outlined policy as the framework within 
which lies our field of endeavor, Our efforts henceforth should 
be to popularize it and let every one know our progressive 
stand, 

There should be a paralleling activity on the part of all 
editors of state medical journals. I am not implying that the 
editorial impetus along a given line shall come from a central 
source. But have we not all exactly similar aims? Are not the 
goals of our endeavors the same? This is true whether we are 
editors of the journal in Maine or in California, Texas or 
Illinois. I would that it were possible for each of us to have 
a preview of what our confréres and colleagues intend to pub- 
lish, so that each of us might be able to parallel the other. 
Progress most rapidly follows an intelligent objective discussion 
and differences of opinion, honestly held but dispassionately 
expressed. Among us every proposition is debatable within the 
realm of good taste and the necessary observances of the 
decencies. 

Knowing the policies adopted by organized medicine to meet 
the changing needs of our times and having foreknowledge of 
the thoughts of our editorial colleagues in the constituent jour- 
nals, I feel that we shall be better able to serve organized 
medicine and more properly fill the role which it is intended 
that we shall play in the integration of our joint editorial 
policies; namely, to express the official opinion of organized 
medicine, All this to the end that American Medicine shall 
better serve our people. 


DISCUSSION 


CHAIRMAN Drake: This fine address brings up a number 
of questions. I think the question of editorials is one of the 
most important we have. To me it is about the hardest part 
of my work. It is obviously impossible for the average editor 
to write scientific articles on every specialty. I myself call on 
individuals who I think are particularly prepared to write on a 
certain subject. We have never used the policy of buying 
editorials. 

Dr. Frank H. Jackson: The government has used a vast 
amount of propaganda, both in the press and over the radio, 
directed against not only the American Medical Association 
and state medical associations but also men officially connected 
with them. They picked them out and designated them with 
smearing tactics. That is decidedly unfair. There are very few 
people in the United States, comparatively speaking, who read 
medical journals. We have to transmit what we have learned 
and heard today to our various state constituents. I want 
that to get before the people in my state, the public of Maine. 
I want the man who votes, the man who thinks, who pays the 
taxes, to know what this Association stands for, that we are 
not obstructionists and that we are willing to help, no matter 
what the politician says. Doctor, how are we going to get a 
liaison? What are we going to do about this? I think it 
important that we work this out among ourselves. 

Dr. SAMUEL J. KopetzKy, New York: We write an edi- 
torial. in the state of New York for the state journal. The 
powers that be in the editorial office and in the council of the 
state society decide that it is good and accept it. If it has a 
message which, in their considered judgment, should go further 
than among the circle of medical men they strike off a release 
and it is sent to the editors of the big city papers. It is sent 
around to a list that is kept in the state society’s public relations 
office; thus, it gets out. When the medical profession shows 
an unbroken rank, send and carry your message to the public. 
We do it frankly. We frankly label it and there has been 
neither criticism nor repercussion. We do not sneak it out 
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camouflaged. It comes out in the open frankly, with a heading 
from this department of our state medical society. In that 
way, by a continuous effort, we also feel we speak to the 
public. 

Dr. JACKSON: You mentioned the large dailies. Those help, 
of course. What have you done about the small country news. 
paper that reaches thousands and thousands of people? 

Dr. Kopetzky: They are on the mailing list in our state, 

Dr. Jackson: What is the reception as a general rule? 

Dr. Kopetzky: Good, because it is frank and open. There 
is no subterfuge propaganda. It is the message of the state 
society. 

Dr. JacKson: Have you yourself seen these editorial fellows 
and know them, so they can come back and talk to you? 


Dr. Kopetzky: I am out of it entirely. I never talk to a 
newspaper man or know an editor unless I happen to know him 
outside the field of my work. Anybody who talks to him 
talks to the official representative of the state society of New 
York and not to the editor. The editor is finished when he 
sends in his article, which is to be published anonymously. If 
it is adopted and accepted, it is the official voice of the society, 
I never talk to him personally as editor. I never tried to, 
for fear I might overtalk myself. 


CHAIRMAN DRAKE: Any suggestion for the editors for coop- 
eration with the state secretaries? I know that in our state 
we send out newspaper releases continuously. I don’t know 
whether they ever use any of the editorials in the medical 
journal or not. It is a good idea. 

Dr. E. M. SHANKLIN, Indiana: Relative to the contact with 
the lay public throughout Indiana—speaking in an editor sense— 
we depend entirely on our publicity committee. It sends out 
382 releases every week. They go to the newspapers all over 
the state. They are published and are read. 


Dr. Morris FisuHspern, Chicago: I have written many edi- 
torials in my time, including editorials not only for Tue 
JoURNAL OF THE AMERICAN MEDICAL ASSOCIATION but also for 
a considerable number of other publications. Any editorial, to 
reach the people and to animate them to action, which is the 
purpose of an editorial, must have fire, must have “go,” must 
have life. Many editorials in medical journals do not have 
life, do not have fire. You cannot put fire in an editorial by 
using what used to be called “namby-pamby” words. You must 
use words that have fire. I think of the fellow who was 
brought into court by an old woman. He was working with a 
wire crew back of her house; the fellow on top who was solder- 
ing the wire managed to drop a little hot lead, which went 
down the back of the neck of the boy below, concerning which 
he made some enthusiastic remarks. She haled him into court 
and said he had used language such as she had never heard 
before. 

The judge said “Just what did you say?” 

He said “When that hot lead went down my back I looked 
up and said ‘You oughtn’t to do that, Alfred!’ ” 

Every once in a while you must speak strongly. Some people 
will resent what you have written. They will say “It was not 
in good taste. He should not have been so strong; it hurt.” 
It was intended to hurt. It was intended to get results; the 
fact that there was remonstrance shows that it was effective. 
There have been innumerable books and articles written on the 
construction of editorials. There is a standard form for an 
editorial, particularly a scientific editorial. Begin by stating the 
question. Next discuss the evidence, that is, the data to which 
Dr. Kopetzky refers. Then draw the conclusion. I believe the 
New York State Journal of Medicine is one of the best journals 
of medicine published by any of the states. The public relations 
job which New York is doing now is an excellent public 
relations job. Some of the other states are also doing excellent 
public relations jobs. The extent of a public relations job 
depends entirely on the amount of money you have to spend. 
With $250,000 a year you can do a better public relations job 
than you can do with $3,000 a year. Not all of the states can 
spend on public relations jobs what New York spends. The 
American Medical Association cannot spend on a public rela- 
tions job what the United States government can spend on that 
kind of a job. Nobody can spend on a public relations job 
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what the United States government has spent and is spending 
on its own public relations. I do not read every editorial in 
all of the state medical journals, but I read many of them. I 
vo through all of the state medical journals every month as 
they come out. The improvement that has taken place in state 
medical journals in the last twenty years is so tremendous that 
it is almost inconceivable to any one who has not watched the 
eradual evolution. As to the throw-away medical journals, 
they should disappear entirely from the medical scene. They 
represent a cancer in the field of medical publications. The 
entire medical profession has a responsibility in relationship to 
these publications. What they print in general is vicious in 
that they oppose organized action by stimulating discontent. 
What they do in the way of fostering advertising that is unsci- 
entific, in many instances, is vicious if not fraudulent. These 
magazines appeal to the lowest instincts of their readers. They 
dish out the kind of material your own state journals would not 
and could not publish. A periodical which copyrights its mate- 
rial can protect itself against the plagiarism that is involved 
in lengthy quotations in any other publication. Where they 
take a few words from an article and rewrite them in their own 
language there is usually not violation of copyright in my 
opinion. 

Dr. W. Epw1n Brirp, Delaware: Some years ago, when we 
were having our journal printed by the largest printer in Wil- 
mington, we got only a moderate amount of quotations of our 
editorial page. This firm finally failed. When we cast around 
for another printer, we went to the Star Publishing Company, 
which prints the Sunday Star, the only Sunday newspaper in 
Delaware. Since that time, practically every editorial that had 
any local application at all has been reprinted in full. 

Dr. Epocar A. Hines, South Carolina: I want to ask about 
this little word “we” in editorials, when Dr. Kopetzky urged 
anonymity. Sometimes I don’t put it in an editorial at all for a 
long time and then, by force of habit, I find the little word 
creeping in. Perhaps I will get General Taylor’s journal from 
Texas and find a “we” in there. I can imagine Holman Taylor, 
as well as I have known him for twenty-five or thirty years, 
prancing up and down his editorial offices and stressing this 
“we” over and over again to several stenographers. But my 
impression is that the “we” doesn’t appear in the editorials of 
the American Medical Association. 

Dr. FisHBEIN: The style book of the American Medical 
Association press discourages the use of the word “we” unless 
the persons represented by “we” are suitably identified. In all 
scientific writing, identification of the individual is important. 
When you are discussing editorially the policies of your state 
medical association and you say “In the Georgia State Medical 
Association we have recently adopted the policy,’ that use 
of the word “we” would be correct because the antecedent’s 
identity is what is meant by the word “we,” but suppose you 
begin an editorial by saying “We oppose all of the actions 
recently taken by the council of the New York State Medical 
Society,” who is that “we”? That “we” is not identified. That 
“we” is presumably the writer, possibly the editor of the 
journal. In other words, the only proper use of the word 
“we” is when the persons included in this personal pronoun 
are in the mind of the reader. You will find a long discussion 
of the various uses of the word “we” in most of the different 
style books that have been published by presses throughout 
the country. I would suggest to most editors that you send 
for the style book of the New York Times or of the Chicago 
Daily News, or of the University of Chicago press. 

Dr. A. T. McCormack, Kentucky: The late Henry Watter- 
son, who was an authority on editorial writing, said it was all 
right to say “we” if you were twins or had a tapeworm, if you 
would put a star and make a statement of the fact at the 
bottom of the column. 

Dr. Kopetzky: I don’t want to monopolize the discussion, 
but I think Dr. Fishbein hit the nail absolutely on the head. 
There is another angle I just want to add. “We” is used in 
an editorial whenever the journal speaks in the name of the 
organization. Editorially, it should never speak in anybody 
else’s name. Consequently the “we” has a place. “We” (the 
state journal); “We” (the organization in the state of New 
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York) “believe and hold thus and thus”’—never “I.” The 
editor should be submerged. In informative reports, clinical 
reports, articles, lectures and addresses, it is pseudomodesty on 
the part of the man who is reporting. If he doesn’t want to use 
the “I,” why does he write it at all? He has his name on the 
top of it, and he usually puts on two or three titles if he holds 
them. We delete all but one, always giving him the most promi- 
nent title. When he is reporting literature we give the name 
quoted, reference, documented; but when he comes to conclu- 
sions and says what he specifically does, the reason for the 
article, why trouble the ear-weary public with his presentation 
at all? Then he should say “I say so,” “I think so,” and “I 
do so and so.” I don’t believe any rules are better than the 
rules they have in THe JourNAL, that little slip which comes 
when you have to correct manuscript, telling you the fermat. 
The form in which the American Medical Association and its 
special journals come out are in a class of medical journals by 
themselves, just because they all conform to that high standard. 
The scientific technical editorials that are procured from other 
sources than the immediate home editorial staff also should 
not be initialed. If you accept them and you adopt them, they 
become editorial policy and should come out anonymously. If 
they are quoted, the journal should be quoted and credited and 
not the “I. C. A.” who signed it. If the I. C. A. is writing 
something so specific that the editorial board cannot adopt it 
as its point of view, it should not be in an editorial at all; it 
should be an individual article signed by the man. Finally, 
editorials that you buy—we buy editorials—should be rewritten. 
No matter how bad your style is, if you continually hold it up 
to your people they will finally like it and get used to it. 
The whole editorial page should have a certain character, even 
with all its shortcomings. We can’t all be Fishbeins. But they 
should be rewritten by the editorial staff in the language you 
want to use to your membership. After a while it sort of 
becomes like the specific uniform of a regiment. That is the 
way the state journal looks and that is the way it talks, no 
matter where the ideas come from. 


Dr. CREIGHTON BarKeER, Connecticut: These gentlemen from 
the great states of Indiana and New York talk glibly of 
250,000 for public relations, and they talk in sort of depreca- 
tory fashion about $3,000. I am under the impression that 
Dr. Jackson doesn’t have $300 for public relations. I know I 
don’t. There is a way you can get at it. It isn’t the interesting 
device suggested by the gentleman from Delaware. Medicine, 
these days, is good press and I think it is possible to make 
friends with the press. I take exception to the ivory tower 
Dr. Kopetzky places himself in, that he is unwilling to talk 
to the press. I am interested in promulgating the policies of 
the Connecticut State Medical Society, so on every Friday after- 
noon I have a press conference, just like the President of the 
United States. I have three big dailies that come out in 10,000 
editions on Sundays, and they are glad to get stuff from me. 
The country dailies and weeklies get the stuff Fishbein wrote 
after it has been recast five or six times. They welcome it. It 
is interesting stuff, but it has to have some zip in it, just as 
Dr. Fishbein says. If you can bring in something that comes 
home to them they will publish it. I think you can make 
friends of the press, and I don’t think it costs any money. It 
takes time. You and. I haven't $3,000 or $250,000. All we 
have is time. You have cast-iron weeklies in Maine, the same 
as we have in Connecticut. They will like the stuff if you 
will send it to them, and if you send it regularly in a friendly 
fashion and kind of bring home the ideas the people want, 
these cast-iron weeklies will publish it. Don’t forget the press 
conference 

Dr. Peter Irvinc, New York: I think what Dr. Barker of 
Connecticut is doing is to do a public relations job without 
himself being paid for it. He really ought to have more salary 
than he is getting from his state society for that particular piece 
of work. 

Dr. Frank H. Jackson, Maine: I have talked to a great 
many editors of small papers. In fact, in Maine we have small 
papers. We have a paper which oftentimes I hardly think is 
friendly to organized medicine, even if it is in friend Kopetzky’s 
domain. But I have found this out: that the editor of the 
small country paper is delighted to have the ideas that organized 
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medicine give him. There are a great many country people 
who read thoroughly their small weekly paper, and they believe 
a great deal in what it says. It is all right to talk about the 
public relations committee that my friend Kopetzky has in New 
York. A public relations committee exists in the state asso- 
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ciation in Maine. I can say it is decidedly inadequate. The 
only way I know is to do as my friend Barker does, become 
friendly with these fellows, and when some controversial issye 
comes out you can get a great deal in an honest way through 
your combating it. 





GRADUATE MEDICAL EDUCATION 


A PROGRESS REPORT OF THE FIELD STUDY ON GRADUATE MEDICAL EDUCATION IN THE UNITED STATES 
BEING CONDUCTED BY THE COUNCIL ON MEDICAL EDUCATION AND HOSPITALS 


MAINE 


MAINE MEDICAL ASSOCIATION 

The Committee on Graduate Education of the Maine Medical 
Association through its chairman, Dr. Frederick T. Hill, has 
expressed the opinion that it has been generally accepted, over 
the past two years, that the medical profession must assume the 
responsibility for a continuation program of professional educa- 
tion. Heretofore any effort of this kind has been left largely 
to the initiative of the individual physician. In the past it has 
been assumed that the responsibility for medical education has 
rested largely with the medical school. It is now realized that 
the school’s responsibility may cease at the time of graduation 
and yet the physician’s education must be continued through 
the years, for medicine is not static. Medical organizations can 
assume this responsibility and must, especially where the initia- 
tive of the individual is lacking. 

During the past seven years the Maine Medical Association 
has changed the character of its two annual meetings and has 
consistently improved its programs, elevating the educational 
standard. Those physicians who attend the annual summer meet- 
ings may benefit from the two mornings devoted to group con- 
ferences. These meetings are held in a resort hotel, away from 
the cities. At the fall clinical sessions, two full days are given 
to clinical demonstrations, group clinical conferences, case reports 
and round table discussions. These meetings are held in one 
of the four cities of the state where hospital facilities are avail- 
able for clinical instruction. Local physicians conduct day clinics 
and ward rounds, utilizing the facilities of cooperating local hos- 
pitals. Daytime sessions are held from 9:30 a. m. to 5 p. m,, 
followed by dinner, with the first evening devoted to a panel 
discussion of a subject of current interest. For example, anes- 
thesia was discussed by four out of state and two Maine physi- 
cians in October 1939. The second evening a guest speaker 
discussed another subject as part of the regular program of the 
local county medical society. 

Attendance at the annual summer meetings of the state asso- 
ciation has varied from 318 to 466 and at the fall clinical con- 
ferences from 216 to 249. There are 987 physicians in Maine, 
718 of whom are members of the state medical association. 

Two years ago the committee on graduate education developed 
a program modeled on the panel system in which usually six 
or more Maine physicians were assigned to certain phases of 
the subject under discussion. Each was limited to fifteen minutes 
and during this time other members of the panel could interrupt 
with questions or objections, thus permitting a more or less 
continuous debate. Also questions from other physicians were 
discussed. An effort was made to cover the topic selected in 
approximately two hours. Panel discussions available for county 
medical society programs included pneumonia, cardiorenal dis- 
ease, fractures, acute appendicitis, laboratory procedures, thoracic 
surgery, blood dyscrasias and convulsions. A chairman was 
appointed for each topic selected. In the last two years prac- 
tically all the fifteen county societies in the state have invited 
the committee on graduate education to give panel discussions. 
No fees are charged; the state association in 1938 appropriated 
$500 to pay the travel expenses of panel participants. 


GRADUATE FELLOWSHIPS 
Practicing physicians of Maine are afforded the unique oppor- 
tunity of having their graduate study financed in other states 
where ample facilities for clinical instruction have been more 
fully developed. The graduate committee of the state associa- 
tion has cooperated with the Bingham Associates Fund and the 
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Commonwealth Fund, of New York, in an endeavor to allocate 
available fellowships where most needed. 

Applicants for Commonwealth Fund grants must be under 
45 years of age, graduates of approved medical schools, in good 
standing with the Maine Medical Association and in practice 
for five or more years in communities of less than 10,000 popu- 
lation. Fellowships are provided in Boston hospitals for one 
month in medicine, pediatrics, obstetrics or office surgery. The 
stipend is $250 plus tuition and travel expenses. 

Bingham Associates Fund fellowships are available to mem- 
bers of the Maine Medical Association, each carrying an 
honorarium of $250. The New England Medical Center, Tujts 
College Medical School, Boston, provides rooms and meals for 
fellows at reduced rates. One week fellowships, sufficient to 
pay expenses only, are offered also. Subjects included are 
obstetrics and gynecology and pediatrics, one month each; 
allergy, hematology and proctology, forty hours each, and dia- 
betes, endocrinology, electrocardiography, cardiology, genito- 
urinary diseases, diseases of the chest, gastro-enterology and 
dermatology. Classes are limited to from four to six physicians. 

Approximately 15 per cent of the physicians practicing in 
Maine have taken fellowships offered by either the Bingham 
Associates Fund or the Commonwealth Fund and an additional 
10 per cent have independently engaged in similar study. 


RECOMMENDATIONS FOR CONTINUATION STUDY 
In May 1939 the state medical association’s committee on 
graduate education recommended (1) that greater coordination 
be developed between the annual summer meeting and the annual 
fall clinical session to insure a long-range point of view, (2) 
that panel discussions in county societies be continued, (3) that 
hospital staff programs, utilizing clinical material for case 
studies, be encouraged, (4) that the state association participate 
in the New England Post-Graduate Assembly, held in Boston, 
and (5) that fellowships offered by the Bingham Associates and 
the Commonwealth funds be more generally utilized. 


INSTRUCTION IN OBSTETRICS AND PEDIATRICS 

An extension course in obstetrics and pediatrics was given in 
1936-1938 under the auspices of the Maine State Department of 
Health and Welfare, in cooperation with the Maine Medical 
Association. An obstetrician and a pediatrician from Maine 
were engaged for the lectures, which were given in the six 
councilor districts of the state. Afternoon and evening sessions 
were illustrated with movies. Obstetric subjects included normal 
labor, forceps procedures, breech presentations and, in pediatrics, 
asphyxia, vomiting and injuries of the newborn. Three or six 
lectures were given in each locality. Attendance during 1930- 
1937 was 216 in obstetrics and 160 in pediatrics. In 1937-1938 
the attendance totaled approximately 130 physicians. No regis- 
tration fees were charged, since federal funds were utilized. 


LENDING LIBRARY FACILITIES 

The Frederic Henry Gerrish Memorial Library, Lewiston, 
Maine, established in December 1936 with a grant from the 
Bingham Associates Fund at the Central Maine General Hos- 
pital, serves the medical profession of the state with recent 
periodicals and other reference material. There are 124 foreign 
and domestic periodicals received by the library. In addition, 
there is a large collection of selected reprints. Approximately 
400 journals are requested each month. Items may be borrowed 
for a period of two weeks by members of the Maine Medical 
Association. A rotating library service through six associated 
hospitals was begun a year ago. Six current journals are mailed 
to each hospital each month and remailed by each hospital until 
the circuit is completed. A part time librarian is employed. The 
cost of this library service approximates $1,000 annually. 
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MEDICAL LEGISLATION 


MEDICAL BILLS IN CONGRESS 


Rills Introduced—H. R. 7550, introduced by Representative 
Mundt, South Dakota, proposes to authorize an appropriation of 
$1,000,000 to construct in the first congressional district of South 
Dakota a veterans’ hospital to be designated as the “Royal C. 
Johnson Memorial Veterans’ Hospitals.” H. R. 7703, introduced, 
by request, by Representative Rankin, Mississippi, provides that 
the rate of disability allowance payable to a World War veteran 
on account of non-service connected permanent total disability 
shall be $50 a month. H. R. 7704, introduced, by request, by 
Representative Rankin, Mississippi, provides that there shall be 
paid to any World War veteran who, as the result of service 
incurred disability, has suffered the anatomic loss or the loss 
of the use of one foot, or one hand, or one eye, compensation at 
the rate of $35 a month. H. R. 7705, introduced, by request, by 
Representative Rankin, Mississippi, proposes to authorize the 
Administrator of Veterans’ Affairs to insert in the rating 
schedule of the Veterans’ Administration a minimum rating of 
permanent partial 1 per cent for any service connected disability 
incurred during the World War and a minimum rating of perma- 
nent partial 10 per cent for wounds incurred in line of duty in 


active service during the World War. H. R. 7707, introduced, 
by request, by Representative Rankin, Mississippi, proposes to 
make temporary disability ratings of World War veterans 
permanent after ten years. H. R. 7724, introduced by Repre- 
sentative Bland, Virginia, proposes to extend the provisions of 
the United States Employees’ Compensation Act to employees 
of the Federal Civil Works Administration. H. R. 7729, intro- 
duced by Representative Izac, California, proposes to authorize 
an appropriation of $1,000,000 to construct a veterans’ hospital, 
with a capacity of at least 200 beds, in or near the city of 
San Diego. H. R. 7763 and H. R. 7764, both introduced, by 
request, by Representative Rankin, Mississippi, propose respec- 
tively to grant hospitalization and domiciliary care to any veteran 
of the Regular Army, Navy, Marine Corps or Coast Guard 
who was not dishonorably discharged, subject to the same 
restrictions and limitations as are applicable to war veterans. 
H. R. 7812, introduced by Representative Whelchel, Georgia, 
provides that the Administrator of Veterans’ Affairs shall pro- 
vide domiciliary care, medical and hospital treatment and burial 
benefits to certain veterans who were placed on the pension roll 
in 1922 and grant them an increase of pension. 





WOMAN’S 


Washington ¢ 

At a meeting of the auxiliary to the Grays Harbor County 
Medical Society in Hoquiam November 15, Mrs. Kenneth 
Graham discussed legislation of interest to the medical profession 
and Mrs. M. F. Fuller reviewed “Dr. Adams” by Irving Fine- 
man. An auxiliary project is to announce the radio broadcasts 
given by the American Medical Association and the state medi- 
cal society. 

Dr. Horace Whitacre conducted an open forum on the sub- 
ject “Doctor, How Can I Keep Well?” in Tacoma November 9. 
The meeting was sponsored by the auxiliary to the Pierce 
County Medical Society and more than 350 persons were in 
attendance. The program was given later over the radio. 

Dr. Arthur Lein, president of the Spokane County Medical 
Society, discussed the care of the premature infant at the October 


AUXILIARY 


meeting of the auxiliary in Spokane. Dr. Harry Rhodehamel, 
past president of the Washington State Medical Association, 
spoke on medical legislation at an auxiliary meeting November 9. 


Wisconsin 


The auxiliary to the Oconto County Medical Society has as 
its chief project the placing of Hygeia in all of the public schools 
of the county. Dr. J. C. Sargent, past president of the Medical 
Society of Wisconsin, discussed “Hospital Insurance” at a meet- 
ing in Oconto October 16. The auxiliary sponsored the meeting. 

At a meeting of the auxiliary to the Manitowoc County Medi- 
cal Society in Manitowoc November 15, Mrs. A. D. Bussey 
reviewed “Life and Death” by Dr. Andrea Majocchi. 

Dr. Rock Sleyster spoke on “The Art of Medicine” at a meet- 
ing of the auxiliary to the Medical Society of Milwaukee County 
in Milwaukee November 10. 





MEDICAL ECONOMIC ABSTRACTS 


HEALTH PROGRAM OF THE _ INTER- 
NATIONAL LADIES’ GARMENT 
WORKERS 


Abstract of article by Dr. Leo Price, Assistant Director, Union Health 
Center, in Monthly Labor Review 49: 811 (Oct.) 1939. 


The Union Health Center was organized by the International 
Ladies’ Garment Workers Union with a membership of approxi- 
mately 275,000 in 1913. Its headquarters are in New York 
City’s Garment Center, where the majority of its membership 
is located. It occupies a floor space of approximately 20,000 
square feet, outfitted with x-ray, laboratory and other diagnostic 
equipment. More than $150,000 has been spent thus far to equip 
this institution, the director of which is Dr. George M. Price. 
The center does not provide complete medical care. Its primary 
purpose is to provide care for the immediate benefit of ambula- 
tory patients and to give the physical examinations required for 
admission to the union and administer the sick benefit schemes 
conducted by any of the locals. These insurance plans provide 
for cash disability during illness. 

Income is derived from fees collected from patients and from 
the sickness insurance fund for examinations and a subsidy pro- 
vided by the parent organization. The cash insurance plans 
cover an estimated membership of 105,867. It may be significant 
that the system of examination and treatment by private physi- 





cians has kept the rate of claims much lower than in compulsory 
systems or most voluntary systems. In 1938 4.43 per cent of 
the members made claims for disability, of which 11.76 per cent 
were denied. Those granted had an average disability of 35.44 
days’ disability. This represents the extremely low morbidity 
of 1.4 working days per insured worker, which average dis- 
ability period varied but little in the thirteen locals having 
insurance systems. Regular cash benefits varied from $7 to $10 
a week and tuberculosis benefits from $70 to $350 a year or 
sanatorium care. Owing to the nature of the industry, special 
emphasis is placed on the treatment of tuberculosis and eye 
defects. No regular arrangements have as yet been made for 
hospitalization, although assistance has been given and steps 
have been taken in that direction. 

A footnote gives the following interesting comment : 

The union has not favored contract arrangements with physicians, a 
practice which is opposed by the American Medical Association. Other 
unions have been ignorant of the dangers of such a program and have 
fostered competition among physicians by offering union members “full” 
medical services for as little as $1.50 to $3 per member per year—rates 
which are entirely out of keeping with the accepted standard cost of 
medical care. Because of the small return to the contracting physician, 
such a plan fosters a tendency to make up for the low rates by special 
treatments and charges to the worker and his family so that ultimately 
the original purpose of providing good medical care at reasonable cost is 
defeated. Good and complete medical care on a prepayment basis can 
be provided only at rates varying from $25 to $38 per year, the rate 


depending upon a variety of factors such as the number of subscribers, 
their geographical distribution, and the scope of medical facilities offered. 








262 MEDICAL NEWS 


Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS 
GENERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIV- 
ITIES, NEW HOSPITALS, EDUCATION AND PUBLIC HEALTH.) 


ARIZONA 


Course on Obstetrics.—Dr. Everett D. Plass, professor 
of obstetrics and gynecology, State University of Iowa College 
of Medicine, lowa City, gave a series of lectures on obstetrics 
recently in Kingman, Williams, Flagstaff, Winslow, Holbrook, 
Safford, Phoenix, Yuma, Florence and Tucson. Among the 
subjects were delayed labor and contracted pelvis, toxemia of 
late pregnancy, anesthesia in obstetrics, delivery and postpar- 
tum routine, bleeding in early pregnancy, abortion and puer- 
peral infection. The courses were-financed by the maternal 
and child health division of the state department of health and 
were given in cooperation with the committee on maternal 
welfare of the state medical society. 


CALIFORNIA 


Annual Postgraduate Assembly.—The sixth annual post- 
graduate assembly was presented at the College of Medical 
Evangelists December 17 in Los Angeles. The following 
participated : 


Dr. Rollin Russell Best, Omaha, Biliary Tract Disease and the Indica- 
tions for Pharmacodynamic Biliary Flush. 


Dr. Garnett Cheney, San Francisco, The Gonococcus Complement Fixa- 


tion Reaction in General Medical Practice. 

Dr. Clyde W. Collings, New York, Transurethral Prostatic Surgery. 

Dr. Vernon C. David, Chicago, Etiologic Considerations of Carcinoma 
of the Colon and Rectum. 

Dr. Claude F. Dixon, Rochester, Minn., Medical and Surgical Manage- 
ment of Certain Colonic Lesions. 

Dr. Willis D. Gatch, Indianapolis, Surgical Prognosis. 

Dr. Orrie E. Ghrist, Glendale, Importance of Depth Perception with a 
Demonstration of Third Dimension Motion Pictures. 

Dr. Carl R. Howson, Los Angeles, Newer Therapeusis in Tuberculosis. 

Dr. James A. Jackson, Madison, Wis., Open Reduction Treatment of 
Fractures. 

Dr. Donald E. King, 
Handling of Simple Fractures. 

Chauncey D. Leake, Ph.D., San Francisco, Appraisal of New Drugs. 

Dr. Johannes M. Nielsen, Los Angeles, Insulin and Metrazol Treat- 
ments. 

Dr. Earl C. Padgett, Kansas City, Mo., The Advantages of Superficial 
and Deep Intermediate Skin Grafts as Cut by the Dermatome. 

Dr. Lester D. Powell, Des Moines, lowa, Consideration and Surgical 
Treatment of Uterine Prolapse. 

Dr. Wilhelm Raab, Burlington, Vt., A New Theory and New Therapy 
of Angina Pectoris. 

Dr. Ralph M. Tandowsky, Los Angeles, Significance of Cardiac 
Arrhythmias in Hypertensive Heart Disease. 

Dr. Harry J. Templeton, Oakland, Management of Warts. 


COLORADO 


New Health Officer for Denver.—Dr. Charles Smith has 
been appointed health officer of Denver with headquarters at 
the Denver General Hospital, newspapers reported December 
19. He will have charge of public health details formerly 
handled by Dr. Theodore I. Williams, deputy manager of 
health and charity, who now will have time for other admin- 
istrative duties. Carl P. Schwalb is manager of health and 
charity. Dr. Smith graduated at the University of Colorado 
School of Medicine, Denver, in 1930 and recently completed 
a course in public health at the University of California. 


GEORGIA 


The Jonte Equen Memorial Lecture.—Dr. Harris P. 
Mosher, Walter Augustus Le Compte professor emeritus ot 
laryngology and otology, Harvard Medical School and the 
graduate school, Boston, will deliver the third Jonte Equen 
Memorial Lecture of the Fulton County Medical Society at 
the Atlanta Biltmore Hotel, Atlanta, January 26. His subject 
will be “Sinus Disease—Osteomyelitis of the Frontal Bone.” 


ILLINOIS 


Hospital News.—The construction of a tuberculosis hos- 
pital at the main institution of the Lincoln State School and 
Colony will soon be started, according to Welfare. The hos- 


San Francisco, Common Mistakes in the 


pital will provide beds for thirty-three male and thirty-three 
female patients in two large wards and four private rooms. 

Society News.— Dr. Kellogg Speed, Chicago, discussed 
“Fractures About the Elbow Joint” before the Madison County 
Medical Society, Edwardsville, January 5——A symposium on 
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epidemic tracheobronchitis was presented by Drs. Chevalier |. 
Jackson, Philadelphia, and Joseph Brennemann, Chicago, before 
the Peoria City Medical Society January 4. Dr. Willard Vay 
Hazel, Chicago, addressed the society January 16 on “Diag. 
nosis‘ and Treatment of Empyema.” 


Free Drugs and Pneumonia Typing Service. — Rabbi 
serum and sulfapyridine for the treatment of all types of pney- 
mococcic pneumonia are now available from the Illinois Depart. 
ment of Public Health free to physicians if the typing is done 
in a laboratory approved for that purpose by the department. 
Continuous day and night service is maintained at all serum 
centers. Typing is done free at the state and municipal labora- 
tories. Physicians are asked not to request serum unless the 
typing has been done in an approved laboratory, nor for 
patients ill with pneumonia for more than ninety-six hours. 


Chicago 

Course on Gonioscopy.—A course on the “Technic of 
Gonioscopy and Interpretation of Gonioscopic Findings” will 
be given at the Illinois Eye and Ear Infirmary February 12-17 
from 11 a. m. to 12:30 p. m. daily. Physicians with at least 
two years’ experience or training in ophthalmology are eligible. 
The course will be limited to four persons and will consist 
largely of clinical work. The fee is $25 to be paid on registra- 
tion. Applications should be addressed to the Dean of Educa- 
tion, Illinois Eye and Ear Infirmary, 904 West Adams Street. 


Hospital Clinical Conference.—The first midwinter clini- 
cal conference sponsored by the Ravenswood Hospital January 
31 will include a symposium on peptic ulcer with the following 
speakers: Dr. Fred M. Drennan on “Etiology, Diagnosis and 
Latest Medical Treatment,” and Dr. Charles F. Sawyer, “Dif- 
ferential Diagnosis and Surgical Treatment.” Dr. David L. 
Jenkinson will give a demonstration on x-ray diagnosis and 
Dr. Josiah J. Moore will show pathologic specimens. Other 
speakers will include Drs. James H. Hutton and Willard 0. 
Thompson on “Treatment of the Menopause” and “Hypogo- 
nadism in the Male,” respectively. 

New Quarters for Tumor Clinic.—Dedicatory exercises 
of the new quarters for the tumor clinic of Michael Reese 
Hospital will be held January 25 in the Rothschild Auditorium, 
Nurses’ Residence, with Mr. Harry N. Gottlieb, president, 
board of directors, presiding. Dr. Erich M. Uhlmann, director 
of the clinic, will give the introductory address. Arthur H. 
Compton, Ph.D., professor of physics, University of Chicago, 
will discuss “Possible Benefits of New Types of Radiation” 
and Carl Voegtlin, Ph.D., chief, National Cancer Institute, 
Bethesda, Md., “Problems in Fundamental Cancer Research.” 
The new tumor clinic has adequate space for the examination, 
diagnosis and treatment of patients suffering from neoplastic 
diseases. There is also a laboratory for biophysical research. 
Specially protected rooms have been constructed for the hous- 
ing of a 4 Gm. radium bomb for deep radium therapy, in 
addition to which 0.5 Gm. of radium in smaller units will be 
available for superficial and interstitial application. Two new 
x-ray machines, designed to be operated by a single trans- 
former with the unusual feature of measuring directly the 
exact dosage on the patient, have been provided for this depart- 
ment. These new facilities have been made possible by the 
families of Max Straus and David Silberman. 


MAINE 


Society News.—At the November meeting of the Portland 
Medical Club Drs. Langdon T. Thaxter and Jack Spencer 
spoke on the use of x-ray in the study of acute abdominal 
conditions. Dr. Robert R. Linton, Boston, addressed the eve- 
ning meeting of the Kennebec County Medical Association 
November 16 on “Peripheral Vascular Diseases.” —— Dr. 
Joseph T. Smith, Boston, discussed eclampsia before the Penob- 
scot County Medical Association, Bangor, November 21.—— 
At a meeting of the Somerset County Medical Association 
recently Dr. William Dameshek, Boston, conducted a clinic 
and discussed the anemias. 


MICHIGAN 

Personal.—In recognition of their long service in the Cold- 
water community, plaques were presented December 21 by the 
Branch County Medical Society to Drs. Arthur G. Holbrook, 
Samuel Schultz and Robert L. Wade. 

New Deputy Health Commissioner.—Dr. Carleton Dean, 
for nine years health officer of the district health unit at 
Charlevoix, has been appointed deputy commissioner of the 
Michigan Department of Health and director of the bureau 
of local health service. He succeeds Dr. Albert S. McCown, 
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Lansing. Dr. Dean will direct the state’s program for the 
promotion of effective public health services in the sixty-one 
counties having full time health departments and further the 
organization of similar departments in the twenty-two counties 
which do not yet have this service. Dr. Dean graduated at 
the Detroit College of Medicine, now Wayne University Col- 
lege of Medicine, in 1924 and has been president of the Michi- 
gan Public Health Association. 


Annual Clinic Day.—The staff of the Mount Carmel Mercy 
Hospital, Detroit, will hold its annual clinic day and banquet 
in Detroit January 31. The speakers will include: 

Dr. Orus R. Yoder, Ypsilanti, Management of the Neurotic Patient in 

Private Practice. 

Drs. Elmer L. Sevringhaus, Madison, Wis., Robert L. Schaefer, Detroit, 
and Robert C. Moehlig, Detroit, Adaptation of Glandular Therapy by 
General Practitioner (round table discussion). 

Dr. Sidney D. Kramer, Lansing, Virus Diseases in Everyday Practice. 

Dr. Frank Riggall, Prairie Grove, Ark., Preoperative and Postoperative 
Management of Biliary Disease. 

Dr. Norman F. Miller, Ann Arbor, Obstetrics in General Practice. 

Dr. Louis J. Gariepy, Detroit, will be toastmaster at the 
dinner at the Statler Hotel and speakers will include Dr. Stan- 
ley W. Insley, Dr. Ralph H. Pino, the Rev. Urban Freundt 
and the Rev. Charles E. Coughlin, Detroit. Father Coughlin’s 
subject will be “Government Medical Care—How Far Should 
It Go?” 

MINNESOTA 


Society News.—Dr. Carl B. Drake delivered the president’s 
address before the Minnesota Academy of Medicine in St. 
Paul January 10 on “Applications of Hydrodynamics to the 
Circulation.” —— Dr. Albert G. Schulze, St. Paul, discussed 
“Prenatal Care and Its Relation to the Late Toxemias” before 
the Ramsey County Medical Society, St. Paul, December 18. 
——Drs. Richard R. Cranmer and Leo W. Fink, Minneapolis, 
addressed the Scott-Carver Medical Society at New Prague 
December 12 on acute conditions of the abdomen and the 
important functions of the nose, respectively. 


Court Upholds Suspension of License.—Judge Carlton 
McNally of the District Court of Ramsey County made an 
order affirming the five year suspension of the license of 
Dr. Gottfried Schmidt, Lake City, Dec. 16, 1938, by the state 
board of medical examiners following a hearing in which he 
was found guilty of advertising “professional superiority to, 
and greater skill than, that possessed by fellow physicians and 
surgeons,” and of “conduct unbecoming a person licensed to 
practice medicine in the State of Minnesota and detrimental 
to the best interests of the public.” The testimony before the 
medical board showed that Dr. Schmidt represented to patients 
that he was able to diagnose diseases by having the patient 
deposit sputum on a piece of paper, which was then placed 
on the abdomen of either the patient or a woman employed 
by Dr. Schmidt in his office at Lake City, and then having 
the patient, or the employed person, hold various medicines in 
his or her hand. The testimony also showed that Dr. Schmidt 
had represented to patients that he had a machine in his office 
by which he could broadcast treatments to patients without 
the necessity of the patients coming to his office. Dr. Schmidt 
was warned by the medical board in 1936 to stop these prac- 
tices. He graduated at the University of Minnesota College 
of Homeopathic Medicine and Surgery, Minneapolis, in 1903. 


MISSOURI 


Dr. Fishbein to Address Public Meeting.—Dr. Morris 
Fishbein, Chicago, Editor of THe JourNnat, will address a 
public meeting at the St. Louis Medical Society Building, St. 
Louis, January 30 under the auspices of the Missouri Social 
Hygiene Association, the Young Men’s Division of the Chamber 
of Commerce of St. Louis and the St. Louis Medical Society. 
The subject will be “Quackery in Medicine.” 


Physicians Honored.— Dr. Louis H. Hempelmann, St. 
Louis, was guest of honor at a dinner November 28 celebrat- 
ing the fiftieth anniversary of the Deaconess Hospital, St. 
Louis. Dr. Hempelmann, the oldest staff member in years of 
service, was presented with a watch——Seventeen members 
of the faculty of St. Louis University School of Medicine who 
have served for twenty-five years were honored at a dinner 
November 30 sponsored by the Women’s Club of the school 
of medicine. Replicas of the seal of the university were pre- 
sented to each guest of honor: Drs. Theodore Greiner, Joseph 
Grindon Sr., Andrew C. Henske, Helmuth H. Kramolowsky, 
Albert Kuntz, James F. McFadden, Fritz Neuhoff, Claude D. 
Pickrell, Madison J. Pulliam, Alphonse J. Raemdonck, Philip 
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H. Scherer, Eugene T. Senseney, Solomen A. Weintraub, 
William Weiss and John Zahorsky. Drs. Eugene F. McCar- 
thy and T. Wistar White, who have also served twenty-five 
years, were unable to attend. 


NEW JERSEY 


Society News.—Dr. Morris Edward Davis, Chicago, 
addressed, the Essex County Medical Society, Newark, January 
11 on “Treatment of the Late Toxemias of Pregnancy.”—— 
Dr. Robert H. Ivy, Philadelphia, addressed the Camden County 
Medical Society, Camden, January 2 on “Surgical Conditions 
of the Face and Jaws.”——Dr. George Wilson, Philadelphia, 
addressed the Cape May County Medical Society at Somers 
Point January 9 on “Interpretation of Pain.”———Dr. Reginald 
Fitz, Boston, addressed the Bergen County Medical Society, 
Hackensack, January 9 on “Types of Edema and Their Treat- 
ment.” —— Friedrich Gudernatsch, Ph.D., New York, will 
deliver a lecture on “Twins, Multiple Births and Monsters” 
February 7 at the Academy of Medicine of Northern New 
Jersey, Newark, under the auspices of the New Jersey Asso- 
ciation of Medical Record Librarians. 


NEW YORK 


Gastro-Enteritis Due to Raw Milk.— Eighty cases of 
gastro-enteritis in the village of Frewsburg in Chautauqua 
County recently were traced to raw milk distributed by one 
dairy. All but three of the cases had their onset between 
November 4 and 14 and all were in persons who patronized 
the dairy or who had secondary infection from primary cases, 
according to Health News. It was found that a woman on 
one of the farms that furnished milk to the dairy had suffered 
a similar disturbance with first symptoms November 1. She 
ae not milked the cows but had washed the milk cans and 
pails. 

Personal.—Dr. Thomas P. Farmer, Syracuse, chairman of 
the council committee on public health and education of the 
Medical Society of the State of New York, was among six 
prominent citizens cited by the Rotary Club of Syracuse 
recently. The citation pointed out that Dr. Farmer had been 
health commissioner of the city, president of the Syracuse 
Academy of Medicine and the Onondaga County Medical 
Society, that he created the Institute of Diet and Nutrition 
sponsored by the state medical society and the state dietetic 
association and that he is chairman of the Syracuse Housing 
Authority———Dr. Mark M. Kroll, Cresskill, N. J., has been 
appointed full time medical consultant in social hygiene on the 
staff of the New York State Department of Health. 


New York City 


Society News.—Dr. John Hamilton Crawford gave a Fri- 
day afternoon lecture of the Medical Society of the County 
of Queens January 5 on “Coronary Disease.’———Dr. Cornelius 
P. Rhoads will address the New York Pathological Society Jan- 
uary 25 on “Aplastic Anemia” and Drs. David Goldstein and 
Irving Graef, “Influence of Sulfanilamide and Sulfapyridine 
on Evolution of Experimentally Induced Pnueumococcus Pneu- 
monia in Rats..——Dr. Henry L. Jaffe addressed the New 
York Roentgen Society January 15 on “Findings in Cases 
Generally Misinterpreted as Cortical Bone Abscess or Scleros- 
ing Osteomyelitis of Long Bones.” 


The City’s Health in 1939.—The general death rate in 
New York for the year 1939 was 10 per thousand as compared 
with 9.8 for 1938, according to the annual report of the depart- 
ment of health. The number of deaths was 75,439. The 
increase was attributed to an outbreak of respiratory infection 
that occurred in the first quarter of the year. New low rates 
were reported for infant mortality (37.1 deaths per thousand 
live births), maternal mortality (3.1 per thousand live births), 
diphtheria (1.4 deaths per hundred thousand children nder 
15), pneumonia (55.7 per hundred thousand of population), 
tuberculosis (50.3), typhoid (0.3), homicides (3.9) and automo- 
bile accidents (11.6). Deaths from diseases common in later 
life increased. Deaths from cancer numbered 11,591, an increase 
of 431 over 1938; from diabetes, 2,938 against 2,650; diseases 
of the heart, arteries and kidneys, including apoplexy, 33,770 
against 31,562 in 1938. The birth rate continues to decline, 
the health commissioner said, being only 13.5 per thousand in 
1939. The 1938 rate was 13.6; in 1930 it was 17.7. The com- 
missioner emphasized the fact that there was no outbreak of 
communicable disease or food poisoning during the World's 
Fair. Progress is being made in bringing tuberculosis under 
control. In 1939 examinations were made of 196,000 persons 
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in the health department’s diagnostic and consultation stations 
as against 187,000 in 1938. Wassermann tests increased 100,000 
over 1938; the diagnostic laboratory made more than 600,000 
in 1939. There were 184 cases of poliomyelitis with seventeen 
deaths and seventy-one cases of epidemic meningitis with 
twenty-seven deaths. Appendicitis continues to be a major 
cause of death. In 1939 there were 798 deaths, a rate of 10.5 
per hundred thousand of population. Suicides declined to a 
rate of 15.3 from the high point of 22.5 in 1932. ‘Two new 
health centers were completed during the year, both to be 
teaching and training centers operated in conjunction with 
medical schools. In addition five new child health stations 
were opened. 


NORTH CAROLINA 


Outbreak of Influenza.—Schools in several sections of the 
state were delayed in opening after the holidays because of 
the wide prevalence of influenza. The areas affected were 
Charlotte and Mecklenburg County, Asheville, Belmont and 
Gastonia. A training period for a regiment of the national 
guard was postponed because of the epidemic in and about 
Charlotte. 


PENNSYLVANIA 


Personal.—Dr. Fred E. Ross, Erie, was recently appointed 
medical director of Erie County, succeeding Dr. James T. 
Strimple. Dr. Abram P. Seligman, Mahanoy City, was the 
guest of honor of the Shenandoah Medical Society at its annual 
banquet in November. Dr. Seligman graduated from Jefferson 
Medical College of Philadelphia in 1892 and settled in Mahanoy 


two years later. 
Philadelphia 


New Hospital Dedicated.— Nazareth Hospital, a new 
seven story building with a capacity of 195 beds, was dedicated 
January 7 and will be open for patients in February. The 
hospital is owned and operated by the Sisters of the Holy 
Family of Nazareth, and Dr. Basil R. Beltran is the medical 
director. 

Society News.—Drs. Michael Scott and Edwin O. Geckeler 
addressed the Northern Medical Association December 18 on 
“Intraspinal Causes of Low Back and Sciatic Pain” and 
“Extraspinal Causes of Low Back and Sciatic Pain” respec- 
tively. Dr. Herbert T. Kelly addressed the Philadelphia 
Dietetic Association December 12 on “Development of Defi- 
ciency Disease in the Presence of a Basic Diet.” 

Dr. Tracy Appointed to Public Health Post.—Dr. Mar- 
tha Tracy, dean of the Woman’s Medical College of Pennsyl- 
vania, has been appointed assistant director of public health 
of Philadelphia. Dr. Tracy will continue as dean of the col- 
lege until the end of the present college year or until her 
successor is elected. She has been a member of the city board 
of health since 1936. Dr. Tracy took her medical degree from 
the Woman's Medical College of Pennsylvania in 1904 and 
the degree of doctor of public hygiene from the University 
of Pennsylvania in 1917. She has been associated with the 
woman's college since 1913, as professor of physiologic chem- 
istry 1913-1921; professor of hygiene, 1921-1923; professor of 
preventive medicine 1923-1931, and dean since 1918. 


Pittsburgh 


Society News.— Speakers before the Allegheny County 
Medical Society January 16 were Drs. Frank H. Rimer, 
“Report of Twenty-Seven Cases of Epistaxis Treated with 
Snake Venom”; Edwin P. Buchanan, “Carcinoma of the 
Breast”; Edward J. McCague, “Observations on the Con- 
stancy of the Clinical Manifestations in Diseases of the Kidney 
and Bladder,” and William W. G. MacLachlan, “Clinical 
Aspects of Pneumonia."——Dr. John O. Rankin, Wheeling, 
W. Va., was the guest speaker at a meeting of the Pittsburgh 
Surgical Society January 11 on “Treatment of Recent Frac- 
tures of the Neck of the Femur by Internal Fixation.” 


RHODE ISLAND 


Conferences on Obstetrics.—The Rhode Island Medical 
Society and the division of maternal and child health of the 
state department of public health have announced a program 
of conferences on obstetrics to be given at the Providence 
Lying-In Hospital in coming weeks. The speakers will be: 

Drs. Alfred L. Potter, Nutritional Factors in Pregnancy, and Milton 

Goldberger, demonstration of the Aschheim-Zondek Test, February 7. 

Drs. Russell R. Hunt, demonstration of a new method of x-ray 

pelvimetry, and George W. Waterman, Obstructed Labor, February 14. 

Dr. Ira H. Noyes, Prolonged Labor, February 21. 

Dr. Paul Appleton, Toxemias of Pregnancy, February 28. 

Dr. Bertram H. Buxton, Hemorrhages of Pregnancy, with a film on 

treatment, March 6. 
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WASHINGTON 


Society News.— Dr. Stuart W. Harrington, Rochester 
Minn., will be the guest speaker at the annual meeting of th, 
Seattle Surgical Society January 26-27——Drs. Harry Feagles 
Chehalis, and Charles G. Bain, Centralia, addressed the Cow. 
litz County Medical Society, Longview, November 16 
“Peritonitis Treated with Peptone Broth” and Dr. Arthur B. 
Shaw, Longview, “Salivary Calculi..——-Drs. John R. Hand 
and Laurence Selling, Portland, Ore., addressed the Grays Har- 
bor County Medical Society, Aberdeen, November 15 on “New 
Methods of Treating Renal Calculi” and “Common Diseases 
of the Spinal Cord” respectively———Drs. Charles P. Larson 
and Don G. Willard, Tacoma, addressed the Pierce County 
Medical Society, Tacoma, recently on “Thrombosis of the Veins 
of the Extremities, Significance and Prevention” and “Prip- 
ciples of Intestinal Obstruction” respectively ——Dr. T. Homer 
Coffen, Portland, Ore., addressed the December meeting of the 
Walla Walla Valley Medical Society, Walla Walla, on “Old 
and New Ideas on Heart Disease.” 


WEST VIRGINIA 


Annual Schwinn Lecture.—Dr. William P. Sammons, 
Wheeling, delivered the annual. Jacob Schwinn Scientific Lec- 
ture of the Ohio County Medical Society, Wheeling, January 
12 on “Compressed Fractures of the Vertebrae.” 

Conference of County Officers——Mr. Thomas A. Hen- 
dricks, executive secretary of the Indiana State Medical Asso- 
ciation, was the guest speaker at the annual conference ot 
county medical society secretaries and presidents in Charlestoa 
January 6. Among other speakers were Drs. Delivan A. 
MacGregor, Wheeling; George M. Lyon, Huntington; Elbert 
Newton DuPuy, Beckley; James L. Wade, Parkersburg, and 
Mr. A. W. Garnett, director of the West Virginia department 
of public assistance. 


WISCONSIN 


Tuberculosis Association Chooses Secretary.—Dr. Oscar 
Lotz, Milwaukee, was elected executive secretary of the Wis- 
consin Anti-Tuberculosis Association November 13 by the 
executive board. Dr. Lotz succeeds the late Dr. Hoyt F. 
Dearholt. Dr. John A. Carswell, formerly of Briarcliff Manor, 
N. Y., was appointed assistant executive secretary. 

Warfield Memorial Lecture.—The Milwaukee Internists 
Club, the Wisconsin Anti-Tuberculosis Association and _ the 
Milwaukee Academy of Medicine will sponsor the Louis War- 
field Memorial Lecture Jarfuary 23 in Milwaukee. The lecture 
will be delivered by Dr. Julius Bauer, New Orleans, on “Prob- 
lems and Practical Value of Constitutional Pathology.” 


Society News.—Dr. Lawrence R. Gowan, Duluth, Minn., 
addressed the Ashland-Bayfield-I[ron Counties Medical Society, 
Ashland, December 7 on “The Place of Psychiatry in 
General Practice.” ——— Dr. Mynie G. Peterman, Milwaukee, 
addressed the Brown-Kewaunee-Door County Medical Society, 
Green Bay, December 21 on “Immunization in Acute Infec- 
tious Diseases.” Dr. Harold E. Marsh, Madison, discussed 
heart disease at a meeting of the Green Lake-Waushara County 
Medical Society, Berlin, December 12——Dr. Thomas J. Dry, 
Rochester, Minn., addressed the La Crosse County Medical 
Society, La Crosse, December 12 on “Management of Cardiac 
Disorders.” Drs. William A. O’Brien and Lawrence R. 
Boies, Minneapolis, addressed the Polk County Medical Society 
in Osceola December 14 on “Anemia” and “Some Common 
Problems in Otolaryngology” respectively. 


ALASKA 


New Hospital at Bethel.—A new forty-two bed hospital 
was recently opened at Bethel, the Commissioner of Indian 
Affairs reported to the Department of the Interior. An epi- 
demic of meningitis in the natives of this area last year empha- 
sized the need for medical facilities, it was said. This is the 
eighth in a series of ten hospitals planned for the natives. It 
is said to be the largest general hospital of the indian Service 
in Alaska. 








HAWAII 


New Commissioner of Public Health.—Dr. Marion F. 
Haralson, senior surgeon, U. S. Public Health Service, has 
been appointed commissioner of public health of the Territory 
of Hawaii, according to a release from the service. His 
assignment to this duty was as of December 5. Dr. Haralson 
graduated at the University of Virginia Department of Medi- 
cine, Charlottesville, in 1915. 
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PUERTO RICO 


Activities of the School of Tropical Medicine.—George 
W. Bachman, Ph.D., director of the School of Tropical Medi- 
cine of the University of Puerto Rico, which is conducted 
under the auspices of Columbia University, New York, recently 
made his annual report. More than forty investigations are 
now in progress in collaboration with various scientific, edu- 
cational and governmental institutions. Among the subjects are 
vital statistics, maternal health, prevalence of syphilis, strep- 
tococcic infections in the tropics, sprue, biologic characteristics 
of pneumococci isolated in Puerto Rico, infections from intes- 
tinal bacteria and intestinal parasites, mucositis of the gastro- 
intestinal tract, the effect of sulfanilamide on recurrent tropical 
lymphangitis. Fourteen gibbons and 439 rhesus monkeys were 
added during the year to the primate colonies on the island of 
Santiago in order to make available conditioned animals free 
from disease and with known histories. A program of weekly 
conferences and lectures for the medical profession has been 
developed. A building program begun in 1935 will be com- 
pleted by the end of next year. Wings have been added for 
offices and laboratories, the university hospital plant has been 
reconditioned and a modern animal house has been constructed. 
A new library and a building for physiology are now being 
erected on land transferred to the school by the War 
Department. 


GENERAL 


Western Meeting of Otolaryngologists.— The western 
section of the American Laryngological, Rhinological and 
Otological Society will hold its winter meeting in Los Angeles 
January 26-27. The speakers will include: 

Dr. William J. McNally, Montreal, Canada, Labyrinthine Examinations 

in Aviation. 

Dr. George L. Tobey Jr., Boston, A Brief Critique of Some of the 
> ae Measures Now in Vogue in Otolaryngology. 

Casper W. Pond, Pocatello, Idaho, Tumor of the Pituitary Gland, 
«* iget’s Disease and Abscess of the Sphenoid Sinus, with Case Report. 

Dr. Robert C. Martin, San Francisco, Recent Experience with Facial 
Nerve Repair. 

Dr. Arthur C. Jones, Boise, Idaho, Osteomyelitis of the Frontal Bone. 

Dr. Simon Jesberg, Los Angeles, Seiection of Treatment for Carcinoma 
of the Larynx. 

Examination for Director of Los Angeles County 
Hospital.—Announcement is made of an examination to fill 
the position of director of Los Angeles County General Hos- 
pital. Applications should be filed no later than January 30, 
the date of the examination to be announced later. Applica- 
tions will be sent on request and should be filed at 102 Hall 
of Records, Los Angeles. Applicants should be at least 30 
and not over 55 years at date of examination and should be 
graduates of approved medical schools. At least ten years’ 
recent experience in the practice of medicine is essential, of 
which five years or more must have been as director, super- 
intendent, assistant director, assistant superintendent or busi- 
ness manager or in an equivalent position in an approved 
hospital of 250 or more beds furnishing general hospital 
services. 

Meeting on Venereal Disease Control. — The twenty- 
seventh annual meeting of the American Social Hygiene Asso- 
ciation and a conference on control of syphilis and gonorrhea 
with special reference to quackery and unethical practices will 
be held at the Palmer House, Chicago, February 1-2. Among 
the speakers at the first day’s session will be: 

Dr. Raymond A. Vonderlehr, U. S. Public Health Service, Washington, 
D. C., Facilities for Treatment of Syphilis and Gonorrhea in the 
United States—Are They Adequate to Meet Our Needs? 

Dr. Waller S. Leathers, Nashville, Tenn., Adequacy of Preparation— 
Are We Giving Physicians the Training and Technics They Need? 

Dr. Rock Sleyster, Wauwatosa, Wis., President, American Medical 
Association, Role of the Private Physician--How Can He Strengthen 
the Control Program? 

Mr. Walter G. Campbell, chief, U. S. Food and Drug Administration, 
Washington, Quack Medicine for Gonorrhea and Syphilis. 

At a dinner meeting the William Freeman Snow Medal 
will be awarded by Major Gen. Merritte W. Ireland on behali 
of the American Social Hygiene Association. Dr. Thomas 
Parran, surgeon general, U. S. Public Health Service, Wash- 
ington, will deliver the principal address at the second day’s 
session. 


Tribute to Scientists for Work on Botulism.—At its 
annual convention in 1939 the National Canners Association 
adopted resolutions acknowledging the work of Dr. Jacob C. 
Geiger and Karl F. Meyer, Ph.D., and the late Willard D. 
Bigelow and Dr. Ernest C. Dickson in the study of botulism. 
Copies of the resolution were presented at a recent dinner in 
San Francisco to Dr. Meyer, director of the Hooper Founda- 
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tion for Medical Research, San Francisco, and to Dr. Geiger, 
director of health of the city and county of San Francisco. 
Dr. Loren R. Chandler, dean, Stanford University School of 
Medicine, San Francisco, received the token on behalf of the 
late Dr. Dickson and a copy was presented to Mr. Bigelow 
shortly before his death. In 1917 research on food poisoning 
along broad lines was inaugurated in the department ‘ef pre- 
ventive medicine and hygiene, Harvard Medical School, Boston, 
under the direction of Dr. Milton J. Rosenau, now of Chapel 
Hill, N. C. For five years this investigation was financed by 
the National Canners Association in cooperation with the 
National Research Council. In August 1919 an outbreak of 
botulism occurred in Canton, Ohio; eleven persons were affected 
and seven died. This was the first outbreak recognized as due to 
commercially canned foods when botulinus toxin type A was 
demonstrated in the brine of a jar of ripe olives. Several 
other cases developed from the same pack of olives. Under 
the direction of the National Canners Association, the Canners 
League of California and the California Olive Association, a 
commission was organized in November 1919 to supervise the 
research on botulism on the Pacific Coast, with Mr. Bigelow, 
then director of the canners’ association’s research laboratories, 
in charge. The most important result of subsequent investiga- 
tions was the laying of a sound foundation for determining 
safe processes for all commercially canned low acid foods 
susceptible to botulinus spoilage. 


CORRECTIONS 


Desoxycortisterone Acetate for Addison’s Disease.—In 
THE JourNAL, Nov. 18, 1939, page 1875, Hick and Barnes stated 
that the case of Addison’s disease which they reported was con- 
trolled by desoxycorticosterone; they report now that the com- 
pound used was desoxycorticosterone acetate. 


Dr. Mills’ Degrees.—In a news item reporting his address 
before the Wayne County Medical Society, Detroit, December 18, 
the name of Clarence A. Mills appeared in THE JourNnat, Dec. 
30, 1939, p. 2433, with a Ph.D. degree. Dr. Mills has also an 
M.D., having graduated at the University of Cincinnati College 
of Medicine in 1922. 
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Examinations for Positions in Public 
Health Service 


The U. S. Public Health Service is holding examinations 
to establish eligibility for appointment in the commissioned 
corps in the grade of assistant surgeon (medical only). Appli- 
cants must not have passed their thirty-second birthday on the 
date the examination is taken, must be citizens of the United 
States and graduates of a recognized medical school and must 
have completed by July 1 next at least one year of internship 
or its equivalent. The board of examiners will be in the fol- 
lowing places on the dates specified: 

Marine Hospital, Cleveland, January 22. 

Marine Hospital, Louisville, Ky., January 23. 
Marine Hospital, New Orleans, January 25. 
Marine Hospital, Kirkwood, Mo., February 2. 

P. H. S. Hospital, Fort Worth, Texas, February 5. 
P. H. S. Relief Station, Los Angeles, February 8. 
Marine Hospital, San Francisco, February 12. 
Marine Hospital, Seattle, February 16. 

Marine Hospital, Chicago, February 20. 

Marine Hospital, Baltimore, February 27. 
ra Hospital, Norfolk, Wa., February 28. 

; eB Building, Washington, D. C., March 1. 

a should arrange to have their physical examina- 
tions completed at any one of the places listed just prior to 
the date of the examination. Those who complete the physical 
and other portions of the examination will be permitted to 
participate later in the written portion of the examination 
beginning March 4 either at the place where the physical 
examination was given or at some other nearer place; or 
candidates may go to Washington March | to take the entire 
examination. The written and clinical portions will consume 
about three days. Any travel expense to be incurred must be 
defrayed by the applicant. Application blanks may be obtained 
from the Surgeon General, U. S. Public Health Service, 
Washington. These forms may be filled out and delivered 
personally to the board of examiners or blanks may be obtained 
from the board at the time of examination. Applicants will 
be required to present their diplomas and evidence of United 
States citizenship to the board. 
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Foreign Letters 
LONDON 
(From Our Regular Correspondent) 
Dec. 16, 1939. 


Control of Venereal Disease in the War 


In the four years of the world War 400,000 cases of venereal 
disease occurred in the British army, representing a great loss 
of fighting power. The practice when a soldier was infected 
was to evacuate him from his unit to a hospital for venereal 
disease at the base, where he remained until cured or judged to 
be noninfectious. In some cases men on home leave deliberately 
acquired venereal disease, usually gonorrhea, in order to avoid 
returning to the front line. In large towns prostitutes suffering 
from venereal disease specialized in accosting soldiers and tell- 
ing them that intercourse would enable them to acquire the 
disease, with the advantage of being sent to the base. There 
were instances of men inoculating the urethra with pus obtained 
from a friend suffering from gonorrhea. In the present war 
the military authorities have adopted a different system. Except 
in cases presenting serious complications all men in the early 
stages of syphilis, or suffering from acute anterior gonorrhea 
or soft sore, will be treated in the field and not evacuated to a 
special hospital at the base. The advances in the therapy of 
venereal diseases made since the last war enable treatment in 
the field to be more readily carried out. A venereologist of 
wide experience, Col. B. L. Ank, has been lent to the army by 
the Ministry of Hygiene to direct the venereal diseases branch. 
At the base is a large hospital for venereal diseases where com- 
plicated cases, including those of untoward effects of therapy, 
are treated. 

For syphilis the concurrent intermittent scheme is adopted. 
The arsphenamine preparations used are stabilarsan (a double 
glucoside of arsphenamine) in solution or any neoarsphenamine 
approved by the Ministry of Hygiene. The arsphenamine injec- 
tions are given thrice weekly in doses of 0.25, 0.30 and 0.45 Gm., 
making 1 Gm. in all. The bismuth compound used is liposolu- 
ble. The treatment covers a period of fifty-five weeks, during 
which the man leaves his unit for four periods of ten weeks, 
when he is an ambulant patient in the venereal diseases section 
to receive injections. Serologic tests are made every three 
months for two years. The treatment is designed not only to 
render the man noninfectious but to cure him. 

The routine treatment of gonorrhea is daily posterior irriga- 
tion with 1: 8,000 potassium permanganate and 3 Gm. daily of 
sulfapyridine for the first week and 2 Gm. for the second week. 
If at the end of the second week there is still some urethral 
discharge or the urine is not clear, the treatment is continued 
for another week. In all but rare cases cure is achieved within 
three weeks. Testing for cure is carried on over a period of 
ten weeks. Soft sore is treated by 3 Gm. daily of sulfapyridine 
during the first week and 2 Gmm during the second week. A 
vaccine is given intravenously on alternate days. Mild anti- 
septic dressings are applied. The great majority of patients can 
resume duty at the end of the second week. 


PREVENTION 


Medical officers give talks to the troops on the prevention of 
venereal disease at intervals of three months. All soldiers leav- 
ing England receive a leaflet on the subject before embarking. 
In the talks and leaflets it is emphasized that the only certain 
way to avoid disease is to abstain from extramarital intercourse. 
Any soldier who indulges must report within twelve hours to a 
medical unit or to a medical inspection room for preventive 
treatment. This consists in (1) urination, (2) washing thor- 
oughly the external genitals and adjacent parts with soap and 
water, the prepuce being retracted, (3) irrigation of the anterior 
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urethra with 1: 8,000 potassium permanganate, (4) instilling into 
the anterior urethra of 10 per cent solution of mild protein 
silver, of which a little is allowed to escape at minute intervals, 
and after five minutes the meatus is sealed with collodion to 
retain the small quantity which remains until the next micturition 
(after four hours), (5) massage by the patient thoroughly into 
the genitals, pubic, perineum and adjacent part of the thighs 
from 2 to 4 Gm. of mild mercurous chloride ointment. 


The Standardization of Stretchers 


For some time the standardization of stretchers and ambv- 
lance equipment has been under consideration. Difficulty has 
arisen in several ways. The enormous development of blocks of 
flats in recent years has led to the greater use of elevators, 
which are seldom large enough to take existing stretchers. In 
mines it has been found that when the injured man is placed on 
an ordinary stretcher this will frequently not fit in the ambu- 
lance sent to take him to the hospital. The matter has come 
under the consideration of the Hospitals Committee of the British 
Medical Association, which referred it to the British Standards 
Institution, a body which has effected much standardization in 
industry. A technical committee was then set up with repre- 
sentatives of government departments interested, including the 
fighting services, the British Red Cross Society, the St. John 
Ambulance Association, the Mining Association of Great Britain 
and the British Medical Association. A draft specification has 
been issued and sent to all interested parties for comments and 
suggestions. 

It is recommended that the overall length of the stretcher 
with fixed handles should not exceed 7 feet 9 inches and that 
6 feet should be the standard length for the stretcher with slid- 
ing handles when these are pushed in underneath. This length 
has been used by the fighting forces since the war began. All 
ambulances should be built to accommodate the 7 foot 9 inch 
stretcher, and in large buildings the elevators, staircases and 
corridors should be constructed to take this lift. The present 
locking devices in bracket supports of ambulances and on hos- 
pital trolleys are of various patterns and act with only a limited 
range of stretchers. It is recommended that straps with buckles 
be substituted. The supports in hospital trolleys to accommo- 
date stretchers should be by angle brackets attached to the 
uprights. The width of the brackets should be 2 inches and 
their distances apart internally should be 44 inches. 


The Country’s Better Health 


The annual report cf the chief medical officer of health, Sir 
Arthur MacNalty, shows that the improvement in the public 
health, which has been continuous in recent years, was main- 
tained in 1938. The birth rate was 15.1 per thousand living 
against 14.9 for the previous year. The infant mortality was 
53 per thousand births against 58 for 1937 and was the lowest 
on record. The crude death rate was 11.6 per thousand persons, 
against 12.4. The low infant mortality, though deserving praise, 
is higher than that of some other countries, notably some of 
the American states and the Netherlands, although it is possible 
that the statistics may not lend themselves to exact comparison. 
The number of cases of infectious disease notified in England 
and Wales during 1938 was 299,867 against 302,890 in 1937. 
The chief causes of death in order of mortality were diseases 
of the heart and circulatory system, cancer, bronchitis, pneu- 
monia and other respiratory diseases, diseases of the nervous 
system and tuberculosis. But when the diseases are rearranged 
to show the principal killing ones operating during the working 
life—from 15 to 65 years—tuberculosis takes the third place 
instead of the fifth, and diseases of the nervous system the fifth. 
The reduction of maternal mortality continues. This was 2.97 
per thousand births against 3.13 in 1937, making the lowest ever 
recorded, as the 1937 figures previously was. The deaths from 
tuberculosis numbered 26,176. The decline of mortality from 
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tuberculosis has been in progress for many years but has been 
greater since 1931 than at any other time in this century and 
has been most marked among young adults and children. In 
contrast to all these favorable figures the mortality from cancer 
has again increased, particularly in women. The deaths from 
the disease numbered 68,605, an increase of 1,614 over those 
for 1937 
Immunization Against Tetanus 

In the battles fought over the highly manured soil of France, 
tetanus was a scourge of the wounded in the last war. Passive 
immunity, by injection of antitoxin, was the treatment. In this 
war active immunity, by injection of tetanus toxoid, is being 
used as a prophylactic. The medical service in France is going 
through a period of watching and waiting, but all the hospitals 
are kept complete in every detail. As yet there has been no 
specialization, though this was adopted in the last war for cer- 
tain types of wounds. If found desirable, this can be quickly 
done. Specialist groups of medical officers exist and can be sent 
wherever required. Consultants, surgeons and bacteriologists 
have been and are being appointed on the recommendation of the 
governing bodies of the medical profession. At home the young 
conscripts are undergoing training. Their health is excellent, 
indeed better than that of the regular army in peace time. 


BERLIN 
(From Our Regular Correspondent) 
Dec. 2, 1939. 
Regulation of Medical Practice During the War 


War measures have drastically affected the medical care of 
the public. About one third of the practicing physicians con- 
nected with the sick funds have been called to the colors. It 
was therefore decreed that physicians who have no connection 
with social insurance must extend medical service to members 
of the sick funds. The situation makes mandatory that the 
status, as well as the fees, of substitute physicians replacing 
those conscripted be regulated. Fee regulation applies also to 
physicians not mobilized but required to assume additional 
duties. In order that the absence of physicians at the front 
may not injure their practice, other physicians are prohibited, 
for the duration of the war, from opening an office at a new 
location. It is no longer permissible for a practicing physi- 
cian when called to the colors to select his own substitute, 
on the ground that this would result disadvantageously to 
those unable to do so. Physicians available as substitutes are 
now Officially registered and assigned where needed. Since 
these substitutes use the offices and equipment of absent phy- 
sicians, the latter are reimbursed. A_ substitute physician 
already actively established may continue his functions. Addi- 
tional duties arising from imposed assignments receive no 
separate compensation. Only such physicians as previously 
had no practice of their own receive a definite percental com- 
pensation, amounting to 9 marks ($3.60) daily in the case of 
an unmarried man, until he completes his fifth year after 
having been admitted to practice, after that 10 marks ($4) 
and to 12 marks ($4.80) daily for a married man, and after 
that 13.50 marks ($5.40) under the same conditions. Besides, 
1 mark (40 cents) is allowed for each child. The purpose of 
these regulations is to protect a physician*s practice and income 
to a certain degree during the war. In future a physician 
will be paid only a flat rate for medical services performed 
for members of the sick funds. This rate will be governed 
by the previous net income, in accordance with the income 
tax for 1938 (special services such as obstetric cases are 
excepted). Mobilized physicians continue to receive their fees 
through the sick fund association of Germany. Thesé are 
likewise regulated by the net income. From this the salary 
1s deducted which the physician receives as officer at the front, 
as well as a sum covering the compensation for free board 





LETTERS 267 


and lodging received at the front, wherever this occurs, «This 
compensatory sum amounts to 50 per cent for single men, 20 
per cent for married men. Mobilized physicians are further- 
more limited to a monthly upper income level of 800 marks 
($320) in cases of single men and 1,200 marks ($480) for 
married men. This regulation is based on the assumption that 
this income level represents a high income even in peace times 
and must include considerable fees from private practice besides 
the income from the sick fund practice. 


Epidemics in the History of Germany 


Professor Kisskalt, hygienist in Munich, has commented on 
the subject of epidemics as they affected Germany's evolution 
in Forschungen und Fortschritte (Research and Progress). 
During the middle ages many major and minor pandemics of 
the plague hindered the growth of the population. The loss 
of human lives was tremendous. Three fourths of the inhab- 
itants died in the French speaking regions of Avignon; in 
Marseilles more than half; in German speaking regions, for 
example, in Strasbourg 16,000, in Basel 14,000, in Vienna 
40,000. Several centuries later similar records of the large 
loss of human lives are authenticated. The plague was espe- 
cially virulent during the thirty year war (1618-1648). The 
toll taken by the plague was estimated at 12,000,000 people. 
The next most dangerous disease was smallpox. According 
to investigations made in the eighteenth century, 11.4 per cent 
of all those born in the same year died in the same year of 


the di , 
eee Quackery Under Naziism 


In the last few years several reports have been made regard- 
ing lay practitioners (THe JourNaAL June 10, 1939, p. 2449; 
Dec. 2, 1939, p. 2073). These charlatans have acquired under 
naziism increased prestige. The following regulations now 
govern the cooperation of physicians with nonphysicians: 
Physicians are permitted to treat patients in cooperation with 
nonphysicians if the latter have been licensed under the lay 
practitioners’ law. This does not affect the duties of physi- 
cians to give emergency aid. Physicians may admit nonphy- 
sicians as observers in operations, hypnotic treatments and in 
similar conditions only if this cooperation concerns licensed 
lay practitioners, in other words, officially endorsed quacks. 

Significant statistics for 1937 are furnished by a medical 
journal of Bavaria in the case of 1,024 “healers” (heilbe- 
handler). The methods used to examine patients, without 
indicating the therapy used, were auscultation and percussion 
three, diagnosis of eyes forty-six, examination of hair one, 
examination of nails one, oscillation diagnosis seven, astrology 
one, examination of urine eleven, examination of tongue one; 
total, seventy-one. No information was available for the 
remaining 447 “healers.” However, the list is sufficient to 
indicate the buncombe practiced. An amelioration of these 
conditions is planned by means of examinations (compulsory 
examinations to determine the minimum of attainments). 


Bang’s Disease 


Six hundred cases of Bang’s disease were reported in Ger- 
many in 1938. In forty-three cases the presence of Brucella 
abortus was determined in the blood; however, no abortions 
due to the bacillary infection were observed. All cases were 
individual phenomena. Transmission from man to man was 
not noted. Death occurred in nine cases, but Bang’s disease 
did not constitute the immediate cause of death in the majority 
of the cases. In 1936, 597 cases were observed; in 1937, 586. 


Nobel Prize Declined 


Citizens of Germany are not permitted to accept the Nobel 
prize (THe Journat Dec. 11, 1937, p. 2002). Nevertheless, 
the Nobel prize committee has again, guided by scientific 
appraisals alone, accorded the prize. to two German scholars: 
Professor Domagk (THe Journat Nov. 4, 1939, p. 1738) and 
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Professor Butenandt. Butenandt’s prize was divided between 
him and Professor Rucicka, of Switzerland. In accordance 
with government instruction, Domagk and Butenandt have 
declined the prize. They are to receive from the government, 
however, a compensation commensurate with the monetary 
value of the Nobel prize. 


FINLAND 
(From a Special Correspondent) 
Dec. 18, 1939. 
The Red Cross Goes into Action 

The axiom that effective peacetime work is the best prepa- 
ration for the work of the Red Cross in war is being con- 
firmed daily at the present time. For many years the Finnish 
Red Cross has done yeoman service in the social field, notably 
for child and infant welfare. And for many years Field 
Marshal Mannerheim, now in command of Finland’s armies, has 
been president of Finland’s Red Cross. A giant physically as 
well as mentally, he is an ideal leader in times such as these. 
A score of years ago he was the national hero of Finland’s 
war of liberation, a moral force worth many divisions. 

When war broke out, the Red Cross was well prepared. 
The Ladies’ Committee of the Red Cross had issued a leaflet, 
printed in Finnish on one side and in Swedish on the other, 
telling the public what to do on hearing an air raid warning. 
The same committee has also given demonstrations in air raid 
precautions and has employed special films, exhibited in one 
of the leading cinemas in Helsinki (Helsingfors), to teach the 
same lesson. In a bilingual country, such educational work 
is rather complicated, but the Swedish-speaking and Finnish- 
speaking elements in the country are cooperating through the 
Red Cross as harmoniously as possible. Private quarters in 
Helsinki have been taken over by the Red Cross for the prepa- 
ration, collection and distribution of surgical dressings and 
other medical stores. First aid outfits, issued in different 
sizes, include surgical dressings, acetylsalicylic acid tablets, 
camphor drops, ointments and disinfectants. 

The generosity with which the national Red Cross societies 
of other countries have come to the aid of Finland’s Red Cross 
is almost overwhelming. The contributions in money soon 
ran into seven figures, and the contributions in kind assumed 
colossal dimensions. But all are welcome and sorely needed. 
The crown princess of Sweden and other members of the 
royal family have sent Finland’s Red Cross a large supply of 
surgical dressings with a letter of greeting to Field Marshal 
Mannerheim. The news that Red Cross ambulances are on 
their way to Finland from other countries has also proved 
most cheering. Indeed, it is perhaps through the Red Cross 
that Finland has received more moral and material foreign 
help than through any other source. What an international! 
bond of union the Red Cross is in such a time! 


The Campaign Against Tuberculosis 


Tuberculosis plays such havoc in Finland that the authorities 
have devoted large sums to the campaign against it. Testing 
with tuberculin has shown that about 17 per cent of the school 
children of all ages are tuberculin positive. According to a 
Finnish school medical officer, Dr. Kulovesi, a systematic effort 
has recently been made to submit all positive tuberculin reac- 
tors of the school age to x-ray examinations with a view to 
the early detection of latent tuberculosis. The calculation has 
been made that about 8 per cent of all school children develop 
serious tuberculosis after leaving school. Dr. Kulovesi is an 
eager advocate of free meals for school children as the best 
means for reducing the number of underweight children. An 
argument in favor of the system of free meals at school is the 
observation that a certain proportion of underweight school 
children come from homes which, though not poor, do not for 
some reason or other provide satisfactory meals. 
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Another aspect of the tuberculosis campaign in Finland cop. 
cerns sanatorium treatment. Opinions have clashed over the 
comparative merits of small and large sanatoriums. The for. 
mer may be homelike but can seldom provide that highly skilled 
and technical surgical treatment which is available in a large, 
well staffed sanatorium. At present it is the large sanatoriym 
which seems most in favor; witness the recent opening of the 
Kiljavannummi Sanatorium in the county of Nyland. Work 
on it was begun at the end of 1936. It is built on the shores 
of a lake about 1,000 meters above sea level. Of its 280 beds. 
200 are for adults and eighty are for children. The accom- 
modation of this sanatorium can be increased by fifty beds jn 
case of need. The building has cost between 25 and 26 million 
marks (about $480,000). Many of the rooms are designed to 
house two patients each, and the children’s department is sepa- 
rated from the rest of the sanatorium so that the two ages 
need not trouble each other. ° 





Marriages 


ArtHuR Ewart Parks, Toronto, Ont., Canada, to Miss 
Natalie Alice Drake, of Pelham Heights, N. Y., Dec. 23, 1939. 

NorMAN E tis Sartortus Jr., Pocomoke City, Md., to Miss 
Sara Elizabeth Harding, of Richmond, Va., Oct. 28, 1939. 

Joun Lyte SHaw, Memphis, Tenn., to Miss Calista Read 
Johnston, of Hickman, Ky., in November 1939. 

WittraM J. PancMan, El Paso, Texas, to Miss Pearl Louise 
Wooldridge at Santa Fe, N. M., Nov. 23, 1939. 

Rozsert Gappis Price, Bloomington, IIl., to Miss Catherine 
Justine Sinclaire, of Brooklyn, Nov. 25, 1939. 

Howard Douglas Fabing, Cincinnati, to Dr. EstHer Care 
MartTIncG, of Ironton, Ohio, Dec. 16, 1939. 

Byrp Stuart LEAvELL, Charlottesville, Va., to Miss Nancy 
Butzner, of Fredericksburg, Oct. 7, 1939. 
_Harotp Jacop Norton, Columbus, Ind., to Mrs. Anita 
Springer, of Greencastle, Nov. 29, 1939. 

Rospert S. SANDILANDS, La Conner, Wash., to Miss Maria 
Neufeldt, of Dallas, Ore., Oct. 10, 1939. 

Donatp Ervin Micute, Marion, S. C., to Miss Elsa Hermine 
Schroder, of Charleston, Dec. 2, 1939. 

Victor J. Corpes, Wauwatosa, Wis., to Miss Nella Fopma, of 
Grand Rapids, Mich., Nov. 3, 1939. 

Paut S. Worre, Pueblo, Colo., to Miss Jessie Laura Allan, 
of London, England, Oct. 19, 1939. 

Joun H. Macuvent, Whiteland, Ind., to Miss Bernice Howell, 
of Greenwood, in December 1939. 

Reep C. Prucu, Dayton, Ohio, to Miss Mary Elizabeth Davy, 
of Evart, Mich., in October 1939. 

Lester J. Pope to Miss Wanda Bresse, both of Omaha, at 
Charleston, S. C., Oct. 14, 1939. 

Cuares K. Lewis, Memphis, Tenn., to Miss Minor Banks, of 
Hernando, Miss., Oct. 10, 1939. 

Horace W. Sureck, Holdrege, Neb., to Miss Sheila Bru- 
baker, of Nelson, Nov. 5, 1939. 

Roscot E. ConKiin to Miss Elvera Hawkins, both of Ellens- 
burg, Wash., Oct. 21, 1939. 

WitiaM A. Harris to Miss Mattie Puckett, both of Spotsy!- 
vania, Va., Oct. 18, 1939. 

BertraM F. Moore to Dr. Ursuta Joan Rocue, both of 
New York, Dec. 9, 1939. 

Leo VincENT HuGuHEs, Omaha, to Miss Grace Marie Finegan, 
of Aurora, Nov. 5, 1939. 

Harotp E. Mutter, Pittsburgh, to Miss Maxine E. Thomp- 
son, in November 1939. 

Etwin G. Rawson, Anamosa, Iowa, to Miss Ida I. Bock, of 
Baldwin, Oct. 20, 1939. 

Matcotm McNEAt SmitH, New York, to Miss Hilda Jensen, 
Nov. 15, 1939. 

IrviNG PUNTENNEY to Miss Ethel Krug, both of Chicago, 
Oct. 17, 1939. 

Betty Huse to Mr. Stig Ryden, both of New York, Oct. 
28, 1939. 
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Deaths 





William Snow Miller ® Madison. Wis.; Yale University 
School of Medicine, New Haven, Conn., 1879; instructor of 
vertebrate anatomy at the University of Wisconsin Medical 
School from 1892 to 1895, assistant professor of anatomy from 
1895 to 1904, professor from 1904 to 1924 and since 1924 emeritus 
professor; member and past vice president of the American 
Association of Anatomists and the American Association of 
History of Medicine; in 1928 the William Snow Miller Lecture- 
ship was established by the Phi Beta Pi medical fraternity in 
honor of his seventieth birthday; in 1934 he was awarded the 
Trudeau Medal of the National Tuberculosis Association in 
recognition of his research in the anatomy of the lung and chest ; 
from 1889 to 1892 he served as pathologist to the City and 
Memorial hospitals, in Worcester, Mass.; author of numerous 
papers on the anatomy of the organs of respiration, anatomic 
relations of pulmonary tuberculosis, anomalies of the pancreas 
and medical biography in medical journals and the Reference 
Handbook of Medical Sciences; aged 81; died, Dec. 26, 1939, in 
the Methodist Hospital of carcinoma of the prostate. 

Sumner Mead Roberts ® Boston; Harvard Medical School, 
Boston, 1925; member of the American Academy of Orthopaedic 
Surgeons ; fellow of the American College of Surgeons ; assistant 
in orthopedic surgery at his alma mater; was an ensign in the 
U. S. Naval Reserve Force during the World War; served in 
various capacities on the staffs of the Massachusetts General 
Hospital, Robert Breck Brigham Hospital and the Massachusetts 
Eye and Ear Infirmary; on the staff of the Children’s Island 
Sanitarium ; aged 41; was killed Nov. 19, 1939, in an automobile 
accident. 

Charles R. C. Borden, Brookline, Mass.; Medical School of 
Maine, Portland, 1896; member of the Massachusetts Medical 
Society, the American Laryngological, Rhinological and Otologi- 
cal Society and the American Otological Society; fellow of the 
American College of Surgeons; assistant in laryngology and 
otology at the Harvard Medical School, courses for graduates, 
from September 1912 through August 1915; for many years on 
the staff of the City Hospital, Boston; aged 65; died, Nov. 28, 
1939, of coronary occlusion. 


James §S. Lock, Barbourville, Ky.; St. Louis College of 
Physicians and Surgeons, 1899; past president of the Kentucky 
State Medical Association; was the first field director of the 
state board of health in the work it undertook in cooperation 
with the Rockefeller Foundation for the eradication of hook- 
worm disease; for many years executive secretary of the Ken- 
tucky Tuberculosis Association; aged 65; died, Dec. 12, 1939, 
of chronic encephalitis. 

William Richard Pierce, Amsterdam, N. Y.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1884; 
member of the Medical Society of the State of New York; for 
thirty-five years secretary of the Medical Society of the County 
of Montgomery; secretary of the staffs of the Amsterdam City 
Hospital and St. Mary’s Hospital; formerly county coroner ; 
aged 78; died, Nov. 8, 1939, of coronary sclerosis. 

Stephen Leander Cheshire, Thomasville, Ga.; Atlanta 
Medical College, 1914; member of the Medical Association of 
Georgia; past president and secretary of the Thomas County 
Medical Society; was chairman of the county board of health; 
aged 53; on the staff of the John D. Archbold Memorial Hos- 
pital, where he died, Dec. 2, 1939, of heart disease. 

Ferdinand G. Bartel @ Newton, Kan.; University of 
Kansas School of Medicine, Kansas City, Kan., 1925; member 
ol the American Radium Society ; formerly county health officer ; 
on the staff of the Axtell Christian Hospital; aged 45; died, 
Novy. 26, 1939, in the Temple University Hospital, Philadelphia, 
of sarcoma of the ileum and lumbar spine. 

William Bradley Reid @ Rome, N. Y.; Syracuse Uni- 
versity College of Medicine, 1896; formerly mayor of Rome; 
served during the World War; at one time member of the 
board of health; member of the American Urological Associ- 
ation; on the staff of the Rome Hospital and Murphy Memorial 
Hospital; aged 66; died, Nov. 10, 1939. 

Sylvio Roch, Montreal, Que., Canada; M.B. in 1905 and 
M.D. in 1907, School of Medicine and Surgery of Montreal, 
laculty of Medicine of the University of Laval at Montreal ; 
Laval University Faculty of Medicine, Quebec, 1906; was assis- 
tant professor of hygiene, University of Montreal Faculty of 
Medicine; aged 57; died, Oct. 17, 1939. 

Morell B. Beals, New York; New York Homeopathic 
Medical College and Hospital, New York, 1892; member of the 
Medical Society of the State of New York; at one time super- 
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visor of the department of health eye clinics in the public 
schools; aged 69; died, Dec. 5, 1939, in the Flower Hospital- 
Fifth Avenue Hospital. 

Max Joseph Schwerd, Staten Island, N. Y.; College of 
Physicians and Surgeons, Medical Department of Columbia 
College, New York, 1886; member of the Medical Society of 
the State of New York; on the staff of St. Francis Hospital, 
New York, and the Richmond Memorial Hospital; aged 76; 
died, Nov. 8, 1939. 

Daniel R. Brown, Vernon, Ala.; Memphis (Tenn.) Hospital 
Medical College, 1904; member of the Medical Association of 
the State of Alabama; formerly heaith officer of Lamar County ; 
aged 56; died, Nov. 24, 1939, of injuries received when he was 
struck by his automobile, which ran over him as it went down 
an embankment. 

Robert B. Blue @ Chicago; Northwestern University Medi- 
cal School, Chicago, 1904; assistant professor of ophthalmology 
at his alma mater ; past president of the Chicago Ophthalmologi- 
cal Society ; attending ophthalmologist and chief of staff, Wesley 
Memorial Hospital ; aged 63; died, Dec. 8, 1939, at his home in 
Flossmoor, Ill. 

John Garfield Potter @ Houlton, Maine; Medical School 
of Maine, Portland, 1908; past president and secretary of the 
Aroostook County Medical Society; served during the World 
War; on the staff of the Aroostook Hospital; aged 60; died, 
Nov. 29, 1939, of pernicious anemia and calculi of the urinary 
bladder. 

John Murray Salles @ New Bedford, Mass.; Baltimore 
Medical College, 1911; for many years member of the board of 
health; on the staff of St. Luke’s Hospital, and at one time 
served as physician at the Bristol County House of Correction ; 
aged 55; died, Nov. 26, 1939, of carcinoma of the ampulla of 
Vater. 

John Porter, McKeesport, Pa.; College of Physicians and 
Surgeons, Keokuk, Iowa, 1877; Jefferson Medical College of 
Philadelphia, 1885; member of the Medical Society of the State 
of Pennsylvania; for many years on the staff of the McKeesport 
Hospital; aged 83; died, Nov. 23, 1939, of chronic myocarditis. 

George Bernard Parris, Harrisburg, Pa.; Temple Uni- 
versity School of Medicine, Philadelphia, 1939; intern at the 
Harrisburg Polyclinic Hospital; aged 25; died, Nov. 8, 1939, of 
injuries received when the ambulance in which he was answer- 
ing an emergency call collided with an automobile. 


Charles Arthur Oak @ Lynn, Mass.; Harvard Medical 
School, Boston, 1906; member of the Radiological Society of 
North America; formerly health commissioner of Revere; on 
the staff of the Lynn Hospital; aged 60; died, Nov. 15, 1939, 
of cerebral thrombosis and arteriosclerosis. 

John Witham Nichols, Farmington, Maine; Medical School 
of Maine, Portland, 1887; member of the Maine Medical Associ- 
ation; a member of the staff of the Franklin County Memorial 
Hospital from its organization, being its first president ; aged 80; 
died, Oct. 3, 1939, of coronary occlusion. 

Edwin Raisbeck Crowe, New York; University and 
Bellevue Hospital Medical College, New York, 1905; member 
of the Medical Society of the State of New York; for many 
years on the staff of St. Elizabeth’s Hospital; aged 61; died, 
Dec. 17, 1939, of coronary thrombosis. 

Carl William Truter @ Pittsburgh; Hahnemann Medical 
College and Hospital of Philadelphia, 1908; fellow of the 
American College of Surgeons; served during the World War ; 
aged 58; on the staff of the Shadyside Hospital, where he died, 
Nov. 15, 1939, of coronary occlusion. 

Henry Otto Clauss, New York; Bellevue Hospital Medical 
College, New York, 1895; member of the Medical Society of the 
State of New York; on the staff of the New York Polyclinic 
Medical School and Hospital ; aged 68; died, Dec. 2, 1939, in the 
Bellevue Hospital of heart disease. 

Calvin M. Wilson, Franklin, Pa.; Cincinnati College of 
Medicine and Surgery, 1876; member of the Medical Society of 
the State of Pennsylvania; past president of the Venango 
County Medical Society; aged 84; died, Nov. 6, 1939, in the 
Franklin Hospital of pneumonia. 

George Lincoln Stivers ® Tucson, Ariz.; Long Island 
College Hospital, Brooklyn, 1899; member of the Massachusetts 
Medical Society; formerly medical director of the Belmont 
Hospital, Worcester, and the Fall River (Mass.) Hospital; aged 
61; died, Nov. 26, 1939. 

Lee Russell Ranck ® Milton, Pa.; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1908; bank presi- 
dent; veteran of the Spanish-American War; aged 60; died, 
Nov. 14, 1939, in the Williamsport (Pa.) Hospital of nephritis 
and diabetes mellitus. 
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John Carter Johnson ® Ogdensburg, Wis.; Wisconsin 
College of Physicians and Surgeons, Milwaukee, 1903; served 
during the World War; county coroner ; aged 67; died, Nov. 16, 
1939, at the Iola (Wis.) Hospital of carcinoma of the esophagus 
and stomach. 

Thomas Joseph Arundel, Youngstown, Ohio; Albany 
(N. Y.) Medical College, 1897; member of the Ohio State 
Medical Association; served during the World War; aged 70; 
died, Dec. 6, 1939, in St. Elizabeth’s Hospital of cholelithiasis 
and hepatitis. 

Samuel Alvin Zimmerman, Valley City, N. D.; North- 
western University Medical School, Chicago, 1907; member of 
the North Dakota State Medical Association; aged 62; died, 
Nov. 23, 1939, as the result of injuries received in an automobile 
accident. 

Joseph James Rowan, Gloversville, N. Y.; University of 
Pennsylvania Department of Medicine, Philadelphia, 1902; 
formerly county physician; aged 60; was found dead, Nov. 13, 
1939, of a traumatic injury, coronary thrombosis and arterio- 
sclerosis. 

Charles Aaron Brownell, West Falls, N. Y.; Niagara Uni- 
versity Medical Department, Buffalo, 1898; aged 68; died, Nov. 
25, 1939, in Our Lady of Victory Hospital, Lackawanna, of 
coronary thrombosis, arteriosclerosis and diabetes mellitus. 


Thomas Jones Walthall, San Antonio, Texas; University 
of the South Medical Department, Sewanee, Tenn., 1908; 
member of the State Medical Association of Texas; served 
during the World War; aged 64; died, Nov. 29, 1939. 

Samuel Edwin Arnold, Decatur, Ill.; Hering Medical Col- 
lege, Chicago, 1900; College of Physicians and Surgeons of 
Chicago, 1908; member of the Illinois State Medical Society ; 
aged 65; died, Nov. 30, 1939, of coronary thrombosis. 


Alfred Robert Rogers, Los Angeles; St. Louis College of 
Physicians and Surgeons, 1898; served during the World War; 
aged 68; died, Nov. 27, 1939, in the Seaside Hospital, Long 
Beach, following an operation for a duodenal ulcer. 

Benjamin H. Freeman, Garland, Texas; University of 
Nashville (Tenn.) Medical Department, 1900; member of the 
State Medical Association of Texas; aged 66; died, Nov. 28, 
1939, of cerebral hemorrhage and arteriosclerosis. 


Benjamin F. Brittain, Putnam, Texas; Missouri Medical 
College, St. Louis, 1888; member of the State Medical Asso- 
ciation of Texas; president of the Eastland Callahan Counties 
Medical Society; aged 74; died, Nov. 26, 1939. 

William Henry Jones, Hazleton, Pa.; University of 
Pennsylvania School of Medicine, Philadelphia, 1917; member of 
the Medical Society of the State of Pennsylvania; served during 
the World War; aged 50; died, Nov. 29, 1939. 

Richard Benjamin Penzotti, Oakland, Calif.; University 
of Michigan Homeopathic Medical School, Ann Arbor, 1921; 
member of the California Medical Association; served during 
the World War; aged 48; died, Nov. 6, 1939. 

Swen Gideon Selen, New Oxford, Pa.; Jefferson Medical 
College of Philadelphia, 1928; member of the Medical Society 
of the State of Pennsylvania; aged 37; died, Nov. 12, 1939, of 
injuries received in an automobile accident. 


Joseph Ralph Newell, St. Marys, Pa.; Western Pennsyl- 
vania Medical College, Pittsburgh, 1896; member of the Medical 
Society of the State of Pennsylvania; aged 75; died, Nov. 27, 
1939, in Jenners of coronary occlusion. 

William Henry Dodds, St. Cloud, Fla.; Bennett College 
of Eclectic Medicine and Surgery, Chicago, 1901; member of 
the Florida Medical Association; aged 67; died, Nov. 26, 1939, 
in Orlando of coronary heart disease. 

Lloyd Hildreth Cogswell, Warner, N. H.; University and 
Bellevue Hospital Medical College, New York, 1901; member of 
the New Hampshire Medical Society; served during the World 
War; aged 59; died, Nov. 24, 1939. 

William P. Shuler, Grover, S. C.; Medical College of the 
State of South Carolina, Charleston, 1893; aged 68; died, Nov. 
30, 1939, in the Charles Es’Dorn Hospital, Walterboro, of lobar 
pneumonia and strangulated hernia. 


Arthur Palen Powelson, Middletown, N. Y.; New York 
Homeopathic Medical College and Hospital, New York, 1894; 
on the staff of the Middletown State Homeopathic Hospital ; 
aged 68; died, Nov. 10, 1939. 

William R. Elrod, Mannsville, Ky.; Louisville and Hospital 
Medical College, 1908; member of the Kentucky State Medical 
Association; president of the Taylor County Medical Society ; 
aged 57; died, Dec. 3, 1939. 
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Robert James Ramsey, Milwaukee; Marquette University 
School of Medicine, Milwaukee, 1937; member of the State 
Medical Society of Wisconsin ; aged 27 ; was killed, Nov. 4, 1939, 
in an automobile accident. 

Levi Aubrey Barnett, Greenwood, Miss.; Memphis (Tenn,) 
Hospital Medical College, 1910; member of the Mississippi State 
Medical Association; county health officer; aged 53; died, Dec. 
5, 1939, of heart disease. 

John Joseph Carroll @ Holyoke, Mass.; University of 
Maryland School of Medicine, Baltimore, 1905; for many years 
city bacteriologist; on the staff of the Holyoke Hospital; aged 
61; died, Nov. 19, 1939. 

Thomas Eugene Hewitt, Summit, Miss.; Atlanta College 
of Physicians and Surgeons, 1902; member of the Mississipp; 
State Medical Association; aged 61; died, Nov. 30, 1939, of 
chronic nephritis. 

Cortland Myers ®@ Los Angeles; Columbia University Col- 
lege of Physicians and Surgeons, New York, 1919; aged 47: 
on the staff of the Good Samaritan Hospital, where he died, 
Nov. 27, 1939. 

Charles Bryan, Milton, W. Va.; National Normal Uni- 
versity College of Medicine, Lebanon, Ohio, 1890; University 
of Louisville (Ky.) Medical Department, 1896; aged 78; died, 
Dec. 6, 1939. 

Thomas Waterhouse Skirving, Philadelphia; Hahnemann 
Medical College and Hospital of Philadelphia, 1902; aged 59: 
died, Nov. 11, 1939, in the Hahnemann Hospital of subdural 
hemorrhage. 

Alfred W. Wallis, Pittsburgh; Western Pennsylvania Medi- 
cal College, Pittsburgh, 1892; member of the Medical Society 
of the State of Pennsylvania; aged 80; died, Nov. 21, 1939, of 
thrombosis. 

Frank Hurd Robinson Jr., Jamestown, N. Y.; Duke Uni- 
versity School of Medicine, Durham, N. C., 1935; aged 27; 
died, Nov. 22, 1939, of injuries received in an automobile 
accident. 

Edward Howard Dwyer, Gordon, Neb.; Barnes Medical 
College, St. Louis, 1898; member of the Nebraska State Medical 
Association; aged 67; died, Nov. 24, 1939, of cerebral hemor- 
rhage. 2 

John M. Wornell, Blum, Texas; University of Texas 
School of Medicine, Galveston, 1897; member of the State 
Medical Association of Texas; aged 72; died, Nov. 27, 1939. 

Adolph Charles Wildhagen, Charleston, S. C.; Medical 
College of the State of South Carolina, Charleston, 1900; 
aged 61; died, Nov. 29, 1939, of coronary thrombosis. 

Ella Sturdivan Hubbard, Cave Springs, Ark.; Baylor Uni- 
versity College of Medicine, Dallas, Texas, 1905; aged 60; died, 
Nov. 10, 1939, at Riverside, Calif., of pneumonia. 

James William Koutsky, Omaha; Creighton University 
School of Medicine, Omaha, 1921; aged 43; was found dead, 
Nov. 28, 1939, of a self-inflicted bullet wound. 

James Alpheus Somers, Norwichtown, Conn.; Long Island 
College Hospital, Brooklyn, 1892; aged 70; died, Nov. 19, 1939, 
of coronary thrombosis and diabetes mellitus. 

James Taylor Bradley, Grand Prairie, Texas; University 
of Tennessee Medical Department, Nashville, 1893; aged 6/; 
died, Dec. 13, 1939, of cerebral hemorrhage. 

James Calvin Carper, Hurricane, W. Va.; University of 
Louisville (Ky.) Medical Department, 1911; aged 54; died, Dec. 
5, 1939, of cerebral hemorrhage. 

Frederick E. Burleson, Grand Rapids, Mich.; Detroit Col- 
lege of Medicine and Surgery, 1916; aged 65; died, Dec. 1], 
1939, of chronic myocarditis. 

John Clinton Clagg, Wheeler, Ill.; College of Physicians 
and Surgeons, Keokuk, lowa, 1896; aged 83; died, Dec. 4, 1939, 
of cerebral hemorrhage. 

Raiman R. Warren, Lower Salem, Ohio (licensed in Ohio 
in 1896); aged 86; died, Nov. 29, 1939, of myocarditis and 
arteriosclerosis. 

G. T. McGuire, Wyoming, Pa.; Baltimore Medical Col- 
lege, 1898; aged 72; died Nov. 19, 1939, of cerebral hemorrhage. 

James S. Cater, Hoopeston, Ill.; American Medical Col- 
lege, St. Louis, 1883; aged 78; died, Dec. 7, 1939, of myocarditis. 

C. Lunsford Nuckols, Baltimore; Baltimore Medical Col- 
lege, 1893; aged 68; died, Nov. 10, 1939, of lobar pneumonia. 

Albert H. Trumbauer, Coopersburg, Pa.; Jefferson Medical 
College of Philadelphia, 1885; aged 78; died, Nov. 29, 1939. 

Frank E. Donaldson, Green Bay, Wis.; National Medical 
University, Chicago, 1899; aged 63; died, Nov. 26, 1939. 
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Bureau of Investigation 


ANOTHER “REJUVENATOR” FRAUD 


Ekater-Enger Treatment Banned from the Mails 


A “rejuvenation” fake conducted by an individual who for- 
merly promoted a fraudulent “diabetes cure” has been debarred 
from the mails by the issuance of a Post Office fraud order 
against the Ekater Laboratories and Enger Products, Inc., of 
New York, the Ekater Products Company, of Flushing, N. Y., 
and their officers and agents as such. The case is one more 
illustration of the persistence of charlatans, who, when sup- 
pressed in one field of quackery, later bob up in another. 

The moving spirit in the Ekater-Enger concern was reported 
to be a Herman Richartz, whose exploitation of “Eksip” for 
diabetes has been dealt with in this department of THe Jour- 
wat no less than three times. 

The third of these articles, which appeared in the issue of 
April 25, 1931, page 1425, reported the issuance of a Post 
Office fraud order debarring Matthew Richartz, Inc., and its 
oficers and agents as such, from further selling Eksip through 
the mails. It was there shown that the Eksip fraud was first 
promoted in America by one Matthew Richartz. The latter, 
however, claimed that the stuff had originated with a “Dr. 
Stein-Callenfels,” whom he falsely described as a “noted Euro- 
pean specialist” and who, he said, “after a. life-long study, 
amazed other European specialists with his famous discovery.” 
The story continued that William Richartz, of Germany, brother 
of Matthew Richartz, on the death of the so-called “specialist” 
obtained the rights to Eksip and eventually it reached the 
American market, but with a different formula! 

Tue JourNAL article also brought out that, associated with 
Matthew Richartz in this sordid business of victimizing dia- 
betes sufferers was his nephew, Herman Richartz, whose 
Ekater-Enger outfit is the latest of his frauds to be debarred 
from the mails. The present fraud order brings out that one 
Harvey W. Johnson was for a time a partner in the Ekater- 
Enger business. Perhaps it is more than a mere coincidence 
that a person called Harry W. Johnson was particularly active 
in the Eksip scheme. 

The Eksip fraud was hard to kill off. Although the order 
debarring it from the mails was issued February 26, 1931, in 
May of that year a correspondent in New York State passed 
along to the Bureau of Investigation a form letter he had 
received through the mails and sent out by Enger Products, 
Inc., of New York. This was addressed “To Users of Eksip 
Tablets” and announced that Matthew Richartz, Inc., had been 
“dissolved” and that “it has been cur good fortune to have 
secured the stock of Eksip Tablets which this corporation had 
on hand at their dissolution.” The tablets were offered “at 
attractive rates as long as they are available.” The Enger 
Products, Inc., form letter coyly announced that all shipments 
would be made by express prepaid without revealing that 
Richartz had trouble mailing them. 

In the following year (1932) a correspondent inquired about 
what she described as “Eksip or E. K. Tablets (according to 
size of bottle, I believe) put out by Ekater Laboratories, for- 
merly by Enger Products Co., New York City.” The label 
on the bottle read “E K (Formerly Eksip Tablets).” 
The names Eksip and Enger Products, Inc., are again being 
used, however, judging from inquiries that the Bureau of 
Investigation still receives about the stuff. Both Ekater Lab- 
oratories and Enger Products were used as trade styles by 
Richartz and Johnson in selling the “rejuvenator” which is 
the subject of the present fraud order. 

In this latest business Herman Richartz and Harvey John- 
son, trading as Ekater Laboratories and Ekater Products Com- 
pany, sold through the mails something called “Mex Gland 
labs” for the restoration of lost sexual power and the Enger 
Products item “Pabil Tablets,” represented to restore lost 
youthful powers. 

In his memorandum to the Postmaster General, recommend- 
ing the issuance of a fraud order against these several firm 
names used by Richartz, Hon. Vincent M. Miles, Solicitor 
for the Post Office Department, brought out that these con- 
cerns purchased names of prospective victims from brokers and 
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solicited them at the rate of about 3,000 weekly. One of the 
cards soliciting an order for “Mex Gland Tabs” read in part: 


“LIFE SHOULD BEGIN AT 40 


“Due to strenuous living, worry and care, the glands, your source of 
energy and vigor, become fagged out, need stimulant and nourishment to 
bring back the joy of living. The entire system needs to be toned up. This 
can be done quickly through the proper source of supply. Those dormant 
and impaired glands must be fed by a tried and recognized compound, 
consisting of the substances found lacking in these vital organs. One 
which will bring back the things of youth once cherished and now !onged 


for. 
“MEX GLAND TABS 


“A new compound of carefully selected gland substances found necessary 
to repair and stimulate dormant glands and restore them to activity. An 
ideal prepars ation for toning up the entire glandular system and restoring 
lost vigor and energy. EASY TO OBTAIN—INEXPENSIVE. Send 
no money. Merely fill out the post card below and put a Ic stamp on it 
and mail. A full ten day supply of MEX GLAND TABS will be sent 
you in plain wrapper, for which you pay the postman $1.98 plus a few 
cents for postage. DO THIS NOW. If you are not fully satisfied after 
using half the tablets, return the balance within ten days and your 
money will be refunded. Fill out this card and mail.” 


The Solicitor’s memorandum reported that the “Mex” nos- 
trum actually had been offered for sale as a means of restor- 
ing lost sexual power to an individual described as being 71 
years of age and incapable of securing an erection. 

Nor were the claims made for “Pabil Tablets” any less 
blatant : 

“JOIN THE PEP PARADE 
GAIN STRENGTH and ENERGY 

With PABIL TABLETS 
“The New Stimulator Which Works Thro The Liver and Intestines 
“Helps regain lost power, energy and that youthful feeling by driving 
out the accumulated waste and poisons in the system which drag down 
the strength and vitality. 
“Pabil Tablets stimulate lazy and sluggish liver which due to improper 
activity allow the system to become clogged with waste matter, causing 
dizzy spells, poor circulation, gas attacks, biliousness and invites sickness 
and poor health. 

“MAKE THIS TEST 
“Take one Pabil Tablet after each meal for fifteen days and see the 
wonderful change that comes over you. You lose that depressed feeling 
and roll out of bed in the morning with a smile on your lips and a song 
on your tongue. Your appetite will pick up, you will enjoy your food, and 
health color will again show in your cheeks. They make you want to 
go places and do things. Don’t be a sluggard any longer—enjoy your 
daily work and play as you did years ago.” 


The dénouement came when these products were shown to 
contain no unusual drugs or unusual combinations of drugs 
whatever. Mex Gland Tabs, for instance, according to state- 
ments made by Johnson before he withdrew from the business, 
supplemented by chemical analysis made for the Food and Drug 
Administration, consisted of: 


IE ee oe. 8 dip ead e Wala bie % er. 
faci anehiase Sande Coded thee Y% gr. 
ee ess ad oc bbe eie ads sblblee sé Yy gr. 
oo Widse 6s saves pices eagins Y% gr. 
NN Seg bl dis shes ab be pas ceeds .oge’ \% gr. 
eR IND SSW inisid Mia OSIdS cde SUS Css cda'd oc 3 grains 


The government chemists reported on Pabil Tablets as 
follows : 


Average weight (decoated) 4.3 grs. 

Ash 9.8% 

Phenolphthalein 0.57 gr. per tablet 

Bile salts (not more than) 1.7 grs. per tablet. 
Protein material, possibly glandular, present. 


Judge Miles’s memorandum brought out the following: 


“‘Uncontroverted medical expert testimony adduced at the hearing shows 
that loss of sexual power and youthful strength, power and energy gen- 
erally are due’ to many different causes. It was shown in the medical 
expert’s evidence, that “‘it is necessary to eliminate the causes’ of such 
conditions and prescribe “‘a particularized mode of treatment especially 
adapted to the individual case. The medical expert’s testimony shows that 
‘Mex Gland Tablets’ merely exert a temporary tonic effect upon the 
system. The medical expert testimony shows further that in some persons 
the thyroid substance present in the ‘Mex Gland Tabs’ prevaration may 
produce a definitely harmful effect. 

“According to the medical expert testimony, ‘Pabil Tablets’ will produce 
only a laxative, cholagogic effect and will not only fail to restore lost 
youthful power, energy and strength but on the contrary the laxation 
resulting therefrom will have a tendency to increase the weakness and 
debility of the user. The medical expert testimony shows further that 
when used continually the phenolphthalein containd in this preparation 
will produce uncomfortable and unsightly skin rashes and bring about 
gastric disturbances. 

“Mr. Richartz and his attorney admitted at the hearing that the charges 
brought by the Government against ‘Mex Gland Tabs’ were justified and 
no defense was entered by them with respect thereto.” 

Whereas the defense offered for the promotion of Pabil Tablets was that 
they had not been offered for sale through the mails for lost sexual vigor, 
the Solicitor’s memorandum nevertheless proceeded to present evidence 
contradicting this defense and showed that “the preparation is not only 
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incapable of restoring lost ‘sexual’ power but . . on the contrary 
tends to increase the general systemic debility sought to be eliminated. 

“The evidence shows that this is a scheme for obtaining money through 
the mails by means of false and fraudulent pretenses, representations and 
promises, and I so find.” 

Following Judge Miles’s recommendation a fraud order was 
issued on March 24, 1939, against the Ekater Laboratories and 
Enger Products, Inc., of New York, the Ekater Products 
Company of Flushing, N. Y., and their officers and agents as 
such. The postmasters of the cities mentioned were directed 
by the order to mark as “fraudulent” any letters addressed to 
the concerns in question and to return them to the senders. 


Correspondence 


HYPERSENSITIVITY TO SOLUTION OF 
POSTERIOR PITUITARY 

To the Editor:—I read with interest the article by Walter 
McMann on Hypersensitivity to Solution of Posterior Pituitary. 
This appeared on page 1488 of the Oct. 14, 1939, issue. He 
stresses its rarity, which prompts me to cite the following case: 
In the fall of 1939 one of my patients was given 3 minims 
(0.2 cc.) of solution of posterior pituitary, and about ten or 
fifteen minutes later a generalized, pruritic, urticarial eruption 
developed with collapse. In an hour or so this attack dis- 
appeared following the use of 1 cc. of epinephrine 1: 1,000 in 
divided doses. She had previously had a localized redness at 
the site of a similar injection given during the treatment of 
obesity. No other allergic fact was noted. 


Bernard SELIGMAN, M.D., Brooklyn. 


BROMIDE POISONING 

To the Editor:—In Tue Journat, Dec. 16, 1939, page 2229, 
an excellent example of “bromo-seltzer” poisoning is recorded 
by Dr. Alan Leslie, of New York. My purpose in this com- 
munication is to call attention to the incompleteness of its title 
“Acetanilid Poisoning” by emphasizing the role of bromides in 
poisoning by bromo-seltzer and other proprietary “pain killers.” 

According to THe Journat of Dec. 29, 1906, page 2138, as 
quoted in “Patent and Proprietary Medicines” by J. P. Street 
(published by the American Medical Association in 1917) the 
formula for bromo-seltzer contained in each dose potassium 
bromide 7 grains (0.45 Gm.) and acetanilid 3 grains (0.2 Gm.). 
In what way the present formula may have been changed I 
cannot say, but sufficient bromide was present in the drug one 
year ago to induce poisoning of two patients seen at the Cin- 
cinnati General Hospital. 

From the large doses of bromo-seltzer taken by Dr. Leslie’s 
patient it would seem reasonable to believe that high levels of 
bromides would have been found in the blood and spinal fluid 
if these tests had been made. 

When a patient has been poisoned by a combination of bromide 
and acetanilid, it is sometimes difficult to determine the symp- 
toms resulting from each drug separately. A dusky gray cyano- 
sis of the lips and nail beds of a violaceous hue is evidence of 
acetanilid poisoning, as is no doubt the secondary anemia some- 
times observed. Coma, semicomatose states and other distur- 
bances of the personality are common in bromide poisoning. 

The exact course of events in Dr. Leslie’s case has been 
duplicated by patients who have taken “B. C.” powders, another 
well known headache proprietary which contains approximately 
12 grains (0.8 Gm.) of potassium bromide and 4 grains (0.25 
Gm.) of acetanilid per dose. These patients present the cyanosis 
of acetanilid and the mental state of bromidism with elevated 
levels of bromide in the blood and spinal fluid. 

It is significant that the therapy used in Dr. Leslie’s case— 
abundant quantities of fluid—was curative, for the fluid probably 
contained sodium chloride, the specific for bromide poisoning. 





Jour. A. M. A. 
Jan. 20, 1949 


This communication is not offered in criticism of Dr, Leslie's 
report but to direct the emphasis in cases of bromo-seltzer 
poisoning to another substance in the powder which is capable 
of causing serious disease and to suggest that determinations of 
the level of bromide in the blood and spinal fluid be made in 
all cases of poisoning by bromo-seltzer and similar proprietary 


drugs. Harotp S. Scutro, M.D., Cincinnati, 


Instructor in Medicine, University of 
Cincinnati College of Medicine. 


EVOLUTION OF OUR KNOWLEDGE 
OF TUBERCULOSIS 

To the Editor:—The names of Georges Kiiss, Elie Metch- 
nikoff and Otto Naegeli should be included among those who 
have made fundamental contributions to our knowledge of the 
“bug full of tricks” (Evolution of Our Knowledge of Tuber- 
culosis, THE JourNAL, Nov. 18, 1939, p. 1882). 

It is significant that, although tuberculosis is as old as man, 
the mode of propagation of the disease and the universality of 
infection were not appreciated until the latter part of the nine- 
teenth century. Tuberculosis was often confounded with other 
diseases not only in the clinic but also in the dissecting room; 
even under the microscope it was not understood until the 
eighties of the past century. Virchow, for example, taught 
that “nearly everything that occurs in tuberculosis which has 
not the form of a nodule is inflammatory in nature and is 
not related to the disease. Caseation has nothing that 
is especially tuberculous; caseous pneumonia does not resemble 
a tubercle. Phthisis and tuberculosis are two different 
things 

That the multiple anatomic aspects of tuberculosis are but 
different forms of the same disease became apparent in the 
eighties (Grancher, J.: Thése de Paris, 1873). Metchnikoff 
in 1888 gave for the first time an accurate description of the 
tubercle (Virchows Arch. f. path. Anat. 113:63, 1888) and of 
the tissues and blood components which participate in the 
response of the host to the acid fast invader (Fried, B. M.: 
Metchnikoff’s Contribution to Pathology, Arch. Path. 26:700 
[Sept.] 1938). 

It was universally entertained that tuberculosis is a hered- 
itary disease always transmitted in utero from mother to fetus. 
Baumgarten, a pupil of Virchow and a co-worker of Koch, 
was among the leaders of this school of thought. 

Georges Kiiss (1867-1936), a Parisian physician, was the 
first to demonstrate convincingly that “les enfants des phti- 
siques ne naissent pas tuberculeux, mais tuberculisables” (chil- 
dren of consumptives are not born tuberculous but are liable 
to become so). He was the first to interpret fully the signifi- 
cance of the double lesion—parenchymatous and lymphatic— 
resulting from the erstwhile infection with the tubercle bacillus, 
the so-called primary complex. He adduced evidences that the 
disease is not hereditary but is air borne and was the first to 
stress that “one of the most frequent causes of phthisis is the 
existence in the mediastinum of latent caseous foci which the 
individual harbors from infancy.” Kiiss’s monumental con- 
tribution was reviewed in some detail in a recent paper (Fried, 
B. M.: The Primary Complex, Arch. Path. 22:829 [Dec.| 
1936). 

The work of the Swiss physician Otto Naegeli (Virchows 
Arch. f. path. Anat. 160:426, 1900) is of importance in that 
it demonstrated that under conditions of modern civilization 
nearly every adult person harbors a focus of active or healed 
tuberculosis or that the infection with Koch’s bacillus is quasi 
universal. 

The works of Kiiss, of Naegeli and of Metchnikoff lie as 
cornerstones in all research pertaining to the problem in tuber- 
culosis in both man and animal conducted for the past four 
decades. 


” 


B. M. Friev, M.D., New York. 
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QUERIES AND 


Queries and Minor Notes 


THE ANSWERS HERE PUBLISHED HAVE BEEN PREPARED BY COMPETENT 
AUTHORITIES. THEY DO NOT, HOWEVER, REPRESENT THE OPINIONS OF 
any OFFICIAL BODIES UNLESS SPECIFICALLY STATED IN THE REPLY. 
AnonyMOUS COMMUNICATIONS AND QUERIES ON POSTAL CARDS WILL NOT 
BE NOTICED. EVERY LETTER MUST CONTAIN THE WRITER'S NAME AND 
\DDRESS, BUT THESE WILL BE OMITTED ON REQUEST. 


SYMPATHETIC NERVOUS SYSTEM AND HAIR GROWTH 


To the Editor:—In the past as well as in the more recent outbreak ot 
anterior poliomyelitis in Los Angeles County, in the cases treated at the 
Los Angeles County General Hospital, it was noted that in a large per- 
centage as function returned in the paralyzed area of the body hirsutism 
developed in the overlying skin of the previously paralyzed area. When 
the skin area was in an exposed portion of the body the patient had to 
shave daily because of the hairy overgrowth for cosmetic reasons. 
1. Kindly give explanation of such hairy overgrowth on the skin areas 
directly overlying previously paralyzed portions of body in which normal 
function had returned. 2. If in your opinion this hairy overgrowth is 
due to involvement of the sympathetic nervous system, kindly explain 
just what takes place. 3. If alopecia areata of a child aged 5 years, 
which finally becomes total alopecia at the age of 12, is due to involve- 
ment in some manner of the sympathetic nervous system, just what 
takes place in the sympathetic nervous system to produce such a com- 
plete alopecia? 4. Granted that you will be able to offer an explana- 
tion for the hairy overgrowth in these cases of anterior poliomyelitis, 
in what if any manner con such explanation be made useful in the 


treatment of total alopecia? Charles H. Tidd, M.D., Whittier, Calif. 


Answer.—l. Excessive growth of hair in limbs whose nerves 
have been injured has been noted many times; but in contrast 
to the cases here reported this has usually occurred before 
recovery and frequently the hair has fallen out after the cure 
of the paralysis. Jackson and McMurtry (Diseases of the Hair, 
Philadelphia and New York, Lea and Febiger, 1912, p. 148) 
state that such excessive growth is probably due to a vasomotor 
disturbance. This might well be due to an alteration of the 
vegetative nervous system. It may be that this alteration per- 
sists, in the cases under discussion, after the motor nerves have 
been restored to normal. 

2. To say “just what takes place” is impossible with present 
knowledge. It is assumed that dilatation of the blood. vessels 
results in better nutrition of the hair bulb and an increased 
growth of hair. The functional behavior of the vegetative ner- 
vous system and its close collaborator, the endocrine system, is 
a highly complex subject which is just beginning to be under- 
stood. The small volume by Sachs (The Vegetative Nervous 
System, Cassell & Co., London, Toronto, Melbourne and Sydney, 
1936) gives a good introduction to the subject. 

3. The theory of Wright that vasoconstriction is responsible 
seems the most reasonable of the many theories advanced to 
explain alopecia areata. This agrees with the theory of 
Sabouraud that the function of the hair papilla is altered by 
a disturbance of the sympathetic nervous system. In support 
of this there is a great deal of evidence. Only a few of the 
recent contributions will be mentioned. Leriche, for instance 
(Effets de quatre infiltrations du sympathetique dorsal sur un 
pelade trophonevrotique chez un fracture de la colonne, Rev. de 
chir. 55:759 [Dec.] 1936), had a case of injury of the spine in 
the neighborhood of the seventh dorsal segment resulting in 
persistent pain in the region and in the occurrence of two bald 
areas on the occiput and the neck below it, which were accepted 
by Pautrier as typical alopecia areata. After other methods of 
treatment had failed, Leriche succeeded in curing the pain by 
local anesthesia. Four injections were given at intervals of 
two or three days. Twelve days after the last of these injections 
the bald spots were covered with hair and a year later there 
had been no recurrence of pain or alopecia. Leriche did not 
doubt that the spinal injury to the sympathetic nervous system 
was responsible for the alopecia. 

Bregman (Alopecia Areata Artificially Produced by Intra- 
venous Injections of Quinine Hydrochloride and Ethyl Car- 
bamate [Urethane], Arch. Dermat. & Syph. 35:285 [Feb.] 1937) 
had a patient, a woman of 32 who had never had any cutaneous 
disease, who was given a 0.2 cc. injection of quinine hydro- 
chloride and ethyl carbamate in a varicose vein for its oblitera- 
tion. The treatment was successful and she did not return for 
two years, when she came in again for treatment of another 
Varicosity on the same leg. Two weeks after an injection exactly 
like the first one she returned and reported that ten days after 
the treatment a bald spot had appeared on her scalp. On inspec- 
tion a typical patch of alopecia areata was found. She then 
stated that ten days after the first treatment, two years pre- 
viously, two similar bald spots had occurred, remained for about 
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three months and then disappeared. Bregman believes that the 
quinine acting on a sympathicotonic vegetative nervous system 
caused in instances the alopecia areata. 

This accords with the result of the research of Feit, Throne 
and Myers (Alopecia Areata: Its Relation to Metal Retention, 
Report of the Eighth International Congress of Dermatology, 
Copenhagen, 1930, p. 732) and that of Levy-Frankel and Juster 
(Recherches sur le mécanisme physiopathologique de la pelade, 
Ann. de. dermat. et syph. 9:285 [April] 1938), who found a 
diminished number of capillaries and a diminished size of those 
present in the patches of alopecia areata and evidence of spasm 
of the arterioles. The last named authors cite as evidence of 
the etiologic role of the vegetative nervous system the frequent 
occurrence of alopecia areata after an injury with phenomena 
explainable only by assuming a disturbance of the vegetative 
system and the closely related endocrine system. They also 
place weight on the frequency with which alopecia areata is 
associated with diseases in which the vegetative nervous system 
is involved, as zoster, exophthalmic goiter, facial hemiatrophy, 
scleroderma and vitiligo. In their series of cases they frequently 
found modified oculocardiac, pilomotor and nasofacial reflexes. 

4. Mild local stimulation by mechanical, chemical, actinic or 
thermal agencies has been shown by Linser and Kahler (quoted 
from Galewsky, E.: Handb. d, Haut u. Geschlechtskr. 13/1: 
132, 1932) to have a beneficial effect on the growth of hair in 
rabbits, supposedly by increasing blood supply. This is pos- 
sibly the same way in which irritants of various kinds act in 
alopecia areata, overcoming the vasoconstriction. Pilocarpine 
is an old favorite in the treatment of alopecia. It is possible that 
its effect is produced in part by the absorption of the drug and 
its action on the vegetative system. Thyroid extract is also 
believed to benefit cases of alopecia areata. Its relation to the 
vegetative and endocrine systems is obvious. The injection of 
foreign proteins, locally or for general effect, is also an accepted 
method of treatment for alopecia areata. Its action is supposed 
to be that of restoring to normal an unbalanced vegetative 
nervous system. 

Whether surgery as an operation on the vasomotor nerves of 
the scalp or about the blood vessels supplying the scalp could 
benefit the disease is a matter for experimentation. 


BLOOD TRANSFUSION SYPHILIS 


To the Editor:—A 22 year old white primipara was subjected to cesarean 
section because of cephalopelvic disproportion. Her antepartum blood 
Wassermann reaction was negative. Following the operation she received 
an indirect citrated blood transfusion from her cousin, who was a com- 
patible donor. Owing to some neglect in the laboratory, the transfusion 
was done on the assumption that the donor was serologically negative. 
The error was noted on the following day, when a laboratory reported 
the donor’s blood as positive for syphilis. On this day the recipient 
received 0.36 Gm. of neoarsphenamine, three days later 0.45 Gm. of 
neoarsphenamine, six days later two thirds Gm. of neoarsphenamine, and 
then eight weekly injections of two thirds Gm. of neoarsphenamine, with 
no reactions. A blood specimen of the recipient was then reported: 
Kline, two plus; Hinton, negative; Kahn +; summary: doubtful serologic 
reaction for syphilis. The donor was subjected to two further blood tests, 
both returning as positive for syphilis. Close questioning as to primary 
or seccndary manifestations revealed apparently no knowledge on the 
donor’s part as to the time of the infection. 1! am assuming that he 
is in the latent asymptomatic stage. |! should appreciate your criticism 
as to treatment and procedure followed and as to future handling of 
this case. The donor is now under active treatment with neoarsphen- 
amine and bismuth compounds. M.D., New York. 


ANswer.—In a situation as outlined it is possible that the 
donor has an old latent syphilis and that there is not so great 
a chance of transfer of the infection. There have been reports 
of transfusion syphilis from latent syphilitic donors, though 
some investigators are skeptical of this possibility. 

As treatment has already been started there is only one course 
to follow; that is, treat the patient as if she had early syphilis. 
It is therefore recommended that she be given alternating, con- 
tinuous courses of arsenicals and of bismuth compounds, using 
either mapharsen or neoarsphenamine as the arsenical, prefer- 
ably the former in 0.04 Gm. doses. They should be administered 
in a rapid manner intravenously and may be given every five 
days for a series of twelve treatments. Since a course of 
arsenic has already been given, immediately start weekly injec- 
tions of bismuth subsalicylate. Make the first dose 2 cc. and 
thereafter 1 cc. of the 10 per cent oil suspension intramuscularly 
for a series of eight treatments. Follow these by a course of 
mapharsen, a succeeding course of bismuth subsalicylate and 
then another course of bismuth subsalicylate. Thereafter there 
should be another course of the arsenic and of the bismuth 
preparation. A serologic test should be made at the end of 
each course of therapy. Treatment should be kept up for one 
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year after the serologic tests are completely negative. Do a 
lumbar puncture at the end of one year. Thereafter do sero- 
logic tests every six months and a complete physical examina- 
tion yearly for some years, together with a serologic check-up. 
Prognosis should be good when early continuous treatment is 
instituted. 


TREATMENT OF NEUROSYPHILIS IN ARSENICAL 


SENSITIVE PATIENT 


To the Editor:—A white married woman aged 46 is under treatment for 
neurosyphilis. She was first seen in April 1938 suffering from a slight left 
facial paralysis and complaining of frontal headaches, confusion, dizziness 
and a slight staggering gait. The essential positive physical signs 
included an Argyll Robertson pupil (right), positive Romberg sign and 
slight increase in patellar reflexes. Otherwise the entire examination was 
normal. The spinal fluid showed a 4 plus Kline and Kolmer reaction. 
The colloidal gold test showed a paretic type of curve, there were few 
cells and only a trace of globulin. From her history it appears that 
syphilis was contracted about twenty years ago. She was given malaria 
therapy and tryparsamide and injections of a bismuth compound for a 
period of three months in a private institution. During this time she 
recovered remarkably and appears perfectly normal from a mental and 
physical point of view. From Aug. 1, 1938, to Nov. 11, 1938, she had 
been given eight weekly injections of iodobismitol intramuscularly, nine 
weekly injections of tryparsamide (3 Gm.) in sterile distilled water intra- 
venously (slowly) and occasional intravenous injections of sodium iodide, 
four in all. A rest period was given from November 11 to Jan. 26, 1939. 
Treatment from January 26 to May 23 consisted of nine weekly injections 
of tryparsamide (3 Gm.) with occasional injections of sodium iodide 
(2 Gm.) intravenously, three in all. From July to November 14 treatment 
consisted of four injections of tryparsamide intravenously, two injections 
of sodium iodide intravenously and seven injections of bismuth sub- 
salicylate intramuscularly. The Wassermann reaction of the blood March 9, 
1938, was 4 plus; spinal puncture July 19, 1939, showed a 3 plus Kolmer 
and 4 plus Kline reaction with no globulin and no cells and a normal 
colloidal gold curve. Difficulty in treatment was encountered in Novem- 
ber 1938 a few minutes after the injection of 3 Gm. of tryparsamide in 
10 cc. of distilled water intravenously. The patient experienced first a 
cough, then precordial pressure, puffing of the cheeks, eyes and a mild 
erythematous itching skin, and also an urgent desire to defecate. Five 
minims of epinephrine relieved the symptoms rather easily. Similar reac- 
tions occurred soon after the injection was started in May and in August 
1939. The patient is in good health outwardly; her weight has increased 
from 148 to 165 pounds (67 to 75 Kg.); her general physical examination 
gave normal results, her urinary studies are normal and the eyegrounds 
are normal. The question arises as to whether these reactions are tech- 
nical errors, overtreatment, plain nitritoid crises or sensitivity to tryp- 
arsamide. There have been no reactions to the iodide injections. She 
has had a partial loss of taste to all foods from the very beginning of 
the treatment. Should neoarsphenamine be used now, provided she gets 
no reactions, to try to reduce the Wassermann reaction of the blood and 
spinal fluid to normal, or would there be danger of a flare-up in the 
paretic symptoms? M.D., Minnesota. 


ANSWER.—It may probably be assumed, although the details 
given are insufficient, that the diagnosis was originally dementia 
paralytica. Treatment since the completion of malaria has 
included fifteen intramuscular injections of a bismuth compound 
and twenty-five injections of tryparsamide, to the last three of 
which she has developed a treatment reaction. The intra- 
venous injections of sodium iodide may be discounted as being 
comparatively worthless. The postmalarial treatment has unfor- 
tunately been given by the intermittent rather than by the 
continuous system which would have been desirable. The 
question now arises as to the character of the reactions caused 
by the last three injections of tryparsamide and the desirability 
and type of further treatment. 

The reactions to tryparsamide seem clearly to have been 
reasonably characteristic nitritoid crises. During the last few 
years this drug, which previously caused few or no constitu- 
tional reactions, has been observed to produce almost all the 
constitutional reactions customarily following the trivalent 
arsenical drugs. The reason for the change in the toxicity of 
tryparsamide is unknown, but it has been a matter of concern 
to the manufacturers. The question is editorially discussed in 
the American Journal of Syphilis, Gonorrhea and Venereal 
Diseases 23:398 (May) 1939. Since the patient has suffered 
repeated reactions of this type following tryparsamide, it is 
reasonable to assume that any further attempts to give the 
same drug will result in the same sort of reaction. The 
presence of an erythematous itching cutaneous eruption sug- 
gests that definite arsenical sensitization has occurred and that 
further attempts to give any arsenical drug, whether the penta- 
valent tryparsamide or the trivalent arsphenamines, may result 
in further and perhaps more serious reactions of the same type. 

Since the patient has developed a complete remission follow- 
ing the original malarial treatment of dementia paralytica and 
since this remission has now been maintained for approximately 
twenty months, there are at least four chances out of five that 
even in the absence of any further treatment, and in spite of 
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the persistence of abnormal conditions in blood and spinal fyi; 
the remission will be permanent. A comparison of the clinicj 
results of paretic patients treated with induced malaria alone 
without any subsequent chemotherapy, with those treated wis) 
induced malaria plus subsequent chemotherapy, indicates that the 
percentage of remissions from fever treatment is improved oy 
only relatively slightly by following with chemotherapy. Many 
paretic patients treated only with malaria, without any subs. 
quent chemotherapy of any sort, have maintained their com. 
plete remissions for indefinite periods. 

The arsphenamines, whether neoarsphenamine or any other 

are comparatively valueless in the treatment of dementia para. 
lytica whether before or after fever therapy. In this particular 
case the risk of administering neoarsphenamine would seem ty 
outweigh any possible benefits to be expected from it. 
_On the whole, and in spite of the persistent serologic reac- 
tion, it is probably safe to stop all treatment. The patient 
should be rechecked from physical and serologic points of vie 
including both blood and spinal fluid examinations, at si, 
months’ intervals for the next three to five years and there. 
after at yearly intervals. Treatment need not be resumed 
unless there is evidence of serologic relapse in blood and spinal 
fluid or unless there is definite evidence of clinical relapse or 
progress, serologic or otherwise. 

It is unnecessary and in many instances impossible to achieve 
serologic negativity in either blood or spinal fluid in well 
treated patients with dementia paralytica. Clinical and sero- 
logic outcome do not necessarily parallel each other; and mere 
persistence of positive laboratory examinations in blood or 
spinal fluid is not an indication for the continuation of treatment. 


PARAPHENYLENEDIAMINE 
To the Editor:—A patient who is working with paraphenylenediamine com- 
plains of a constrictive pain in his right chest aggravated when he has 
used this compound and absent when he refrains from its use over some 
period of time. What are the possible harmful effects? Is there any 
antidote that might be of use? M.D., New Jersey. 


ANSWER.—More is known about the dangerous properties of 
paraphenylenediamine as used in the fur and rubber industries 
than in photography. However, there is no reason to believe 
that this chemical is any less dangerous in photographic work 
when exposures are provided. Apparently paraphenylenediamine 
may be absorbed through the intact skin, may. be present as a 
vapor in respired air and under some conditions may exert its 
action when present in the form of a dust. While it is a direct 
irritant, sensitization may account for the severity of symptoms 
in some cases. The commonest manifestation of injury is a 
dermatitis ; urticaria and edema are well known. Frequently 
this is seen about the face and neck, but this manifestation is 
more often seen in the wearers of dyed furs. Asthma and bron- 
chial edema are established features of the action of this chemical. 
It is possible that the discomfort mentioned in the query may 
represent inflammation and edema along the bronchial tree. 
Laryngitis, pharyngitis and bronchitis in the absence of charac- 
teristic asthma have been observed. 

In the consideration of protective steps, the following may be 
helpful: 1. Elimination of this chemical if practical from the 
patient’s photographic work. 2. Suitable rubber gloves should 
be worn whenever paraphenylenediamine is used in photographic 
baths. 3. An exhaust fan or system should be installed in the 
photographic chemical room to remove all unwanted volatile 
products. The application of patch tests with paraphenylenedi- 
amine solutions may throw some light on the possibilities ot 
sensitization. 





LEAD POISONING FROM NIPPLE SHIELDS 


To the Editor:—1 understand that the Department of Agriculture at Wash- 
ington has banned the sale of lead nipple shields. These have been '" 
use for many years. ! am curious to know just why their sale is pro- 
hibited. Can you give me any information on this subject? 


D. M. Caldwell, M.D., Manchester, Conn. 


Answer.—It has been found that the use of lead nipple 
shields can cause lead poisoning in young nursing infants. 
Wilcox and Caffey were the first to report lead poisoning 1 
infancy due to the use of lead nipple shields by the nursing 
mother. The clinical symptoms which they reported were 
vomiting, meningeal irritation and anemia. They found stip- 
pling of the red blood cells and changes in the spinal fluid, and 
they recovered lead in the excreta of the infants by chemical 
determinations. Rapoport and Kenney reported the occurrence 
of lead encephalitis in a breast-fed infant due to the use of 
lead nipple shields. Bass and Blumenthal recently reported 4 
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fatal case Of lead poisoning in a 4 months old infant due to 
prolonged use of lead nipple shields. 

Among other causes of lead poisoning in young infants are 
face powders and ointments containing lead, which the mother 
may use on her skin. Lead incorporated in the glass of nurs- 
ing bottles, lead-containing rubber nipples and toys painted 
with lead paint are other sources of lead poisoning in young 
infants. 

Bass and Blumenthal reported that they were able to collect 
six cases Of lead poisoning due to the use of lead nipple shields. 
They believe that many cases of lead poisoning due to the use 
of lead nipple shields are unrecognized. 
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PAIN IN EPITHELIOMA OF TONGUE 


To the Editor:—Kindly suggest the management of pain in a patient being 
treated for epithelioma of the side of the tongue. A man aged 60 devel- 
oped a lesion on the left side of the tongue five months ago, which 
occasionally was spontaneously painful. A biopsy revealed pearl cell 
epithelioma. Following the biopsy the pain was more constant and more 
severe. At the clinic the lesion will soon be seeded and packed and the 
patient will receive the required roentgen therapy. Although he has 
also a myocarditis, compensation is satisfactorily held with a maintenance 
digitalis dosage. As the family physician, my problem here is the manage- 
ment of pain, already frequent and distressing at an early stage. The 
lesion is small enough to allow the specific therapy possibly to succeed in 
prolonging things. | desire, if the former ‘result is accomplished, to avoid 
morphine addiction and, if the latter, to avoid reaching too high a 
tolerance. Other than the specific treatments for the lesion he now uses 
a peroxide mouth wash and small doses of morphine for the pain. Please 
advise any other regimen for the pain, either local or general, to be 
followed by the physician, the patient himself, or both. 

M.D., New York. 


Answer.—Codeine in adequate amounts is generally sufficient 
to control the pain associated with cancer of the tongue during 
and immediately after treatment. If the treatment proves 
unsuccessful, morphine or one of its derivatives will have to be 
used. Section of sensory nerves come up for consideration and 
a neurologic surgeon should be consulted on this aspect of the 
problem. 


CARDIAC FLUOROSCOPY 


To the Editor:—Iin cardiac fluoroscopy “adjacent opposite pulsations’ are 
mentioned. Will you kindly tell me what the value of this landmark is 


in fluoroscopic work? Edgar M. Johnson, M.D., New Haven, Conn. 


ANSWER.—The expression referred to is not in general use, 
but presumably it refers to the opposing pulsations seen in the 
left border of the heart on either side of the auriculoventricular 
septum. These opposing adjacent pulsations permit one to mark 
the exact situation of the auriculoventricular septum, but they 
also serve to assist in the detection of cardiac aneurysms. When 
recognizable roentgenologically, they are seen to occupy the 
lower left lateral border, causing a rounded bulging at that point 
which has no or only indefinite pulsations, which do not have 
an orderly sequence and do not synchronize with the pulsations 
of the neighboring cardiac shadow. Paradoxical movements are 
sometimes observed, outward during systole, corresponding to 
a thrust which is sometimes palpable. Calcifications may be 
observed fluoroscopically in that vicinity also, with a dancing 
or jerking movement, depending on the exact site and morphol- 
ogy of the calcific deposits. These are but a few of the many 
phases of cardiac fluoroscopy. 


DISABILITY AFTER SACRO-ILIAC FRACTURE 


To the Editor:—A patient 7 years old suffered a fracture dislocation of 
the left sacro-iliac joint. The whole left side of the pelvis is about three- 
fourths inch higher than the right side. Aside from the deformity, which 
is being corrected with traction, what permanent disability may be antici- 
pated following this injury? M.D., Illinois. 


ANSWER.—The age of the patient is favorable from the point 
of view of reduction and natural restitution of anatomic struc- 
tures, but one cannot ignore the important factor of growth 
disturbances with unequal rate of development. 

If the patient is a girl the obstetric factor must be considered. 

The anatomic considerations must include the left and right 
sacro-iliac joints, the lumbosacral joint and the symphysis pubis. 
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Some of the possible effects are an unstable pelvis, low back 
pain, sciatic radiation and pain and possibly scoliosis. 

If the deformity is corrected, a perfect result may follow. If 
this is not accomplished it will be necessary to balance the pelvis 
by modification of the shoes, and it is possible that a fusion 
operation may eventually be the best form of treatment. 


TRANSPLANTATION OF KIDNEY 


To the Editor:—Please let me know what experimental studies have been 
made on the transfer or tranpsiantation of a kidney from one animol 
to another of the same species. Has it ever been done successfully in man? 


Roscoe B. G. Cowper, M.D., Big Springs, Texas. 


ANSWER.—There has been a good deal of experimental work 
done on the transplantation of kidneys in animals. There is one 
report of transplantation in man which was done for anuria 
following mercury bichloride poisoning, but without success. 
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DISSOLVING KIDNEY STONES 
To the Editor:—I read an article in the paper the other day which indicated 
that sodium hexametaphosphate would dissolve kidney stones and that it 
was possible to take this drug internally. Can it be used therapeutically? 
William T. Wildhaber, M.D., Beatrice, Neb. 


ANSWER.—Sodium hexametaphosphate is an experimental 
drug which theoretically should dissolve calcium stones. How- 
ever, the drug must be present in the urine at the concentration 
of 5 per cent to effect this result, but at this concentration there 
is severe renal pain and dysuria. It is not known what late 
complications, if any, may result from this irritation. Under no 
circumstances should the drug be used clinically until further 
study has been carried out. 


RAT BITE AND RAT BITE FEVER 
To the Editor:—A 2 months old baby was recently bitten by a rat. Is 
there any way to prevent rat bite fever in this case? If rat bite fever 
develops, what drug should | use, how much and how often? What is 
the prognosis? Leonard T. Carlson, M.D., Minneapolis. 


ANswER.—Rat bite fever is a rare disease. For prophylactic 
treatment the actual cautery and the injection of 5 per cent 
phenol about the site of injury has been recommended. 

The causative organism is a spirochete, and the infection 
should be treated with one of the arsphenamines. One injection 
of a. dose suitable for the age of the patient has in some cases 
been found to be sufficient. The disease is more serious in 
children than in adults, but the outcome is usually favorable. 
The fatality rate for rat bite fever has been estimated at approxi- 
mately 10 per cent. 

It should be remembered that rat bite fever does not occur 
from the bite of a rat unless the rat itself is infected. 


TWIN INJECTION TECHNIC OF VARICOSE VEINS 


To the Editor:—in the Nov. 18, 1939, issue of The Journal ! have just 
read in Queries and Minor Notes a question on the twin injection technic 
of varicose veins as described by Mr. Rodney Maingot, F.R.C.S. (Eng.). 
The answer given to the question—that the technic is “unnecessarily 
complicated and requires two operators’’—is, in my opinion, not correct. 
As a former house surgeon of his, | had the opportunity on many occa- 
sions of seeing and myself performing his twin injection. The technic is 
as follows: Three syringes are first prepared, one containing 2 cc. of 
quinine urethane, one containing 1 or 2 cc. of sterile water, and one con- 
taining 2 cc. of lithocaine. With the patient standing, and using no 
tourniquet, the lowest part of the varicose vein to be injected is given 
the usual skin sterilization and 2 cc. of quinine urethane is injected. 
With the needle still in situ the syringe is disconnected; the one con- 
taining the sterile water is connected and 1 or 2 cc. injected to wash 
the needle of the contained quinine solution. With the needle stili in 
situ, the syringe with the lithocaine is connected and 2 cc. of this 
solution is injected, the needle withdrawn and a small sterile pad applied 
to the skin. The reaction that takes place between the quinine and 
lithocaine solutions causes the formation of a gummy substance that 
readily occludes the vein and can best be demonstrated by pouring some 
lithocaine on a small amount of the quinine solution in a small dish. 
The twin technic is simple and requires one operator. 

John A. Fowlie, M.D., Santa Rosa, Calif. 
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Medical Examinations and Licensure 


COMING EXAMINATIONS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
SPECIAL BOARDS 
Examination of the National Board of Medical Examiners and Special 
Boards were published in Tue Journat, Jan. 13, page 183. 


STATE AND TERRITORIAL BOARDS 


ALABAMA: Montgomery, June 18-20. Sec., Dr. J. N. Baker, 519 
Dexter Ave., Montgomery. 

ALASKA: Juneau, March 5. Sec., Dr. W. W. Council, Box 561, paoene. 

Arizona: Basic Science. Tucson, March 19. Sec., Dr. Robert L. 
Nugent, University of Arizona, Tucson. ; " 

ARKANSAS: Basic Science. May or Fury Sec., Mr. Louis E. 
Gebauer, 701 Main St., Little Rock. Medical (Regular). Little Rock, 
June 6-7. Sec., Dr. D. L. Owens, Harrison. Medical (Eclectic). Little 
Rock, June 6-7. Sec., Dr. Clarence H. Young, 1415 Main St., Little Rock. 


CaLiFoRNIA: Oral examination (required when reciprocity application 
is based on a state certificate or license issued ten or more years before 
filing application in California), San Francisco, April 17. Written exam- 
ination. Los Angeles, Feb. 26-29. Sec., Dr. Charles B. Pinkham, 1020 
N St., Sacramento. 

Connecticut: Basic Science. New Haven, Feb. 10. Chairman, Dr. 
Charles M. Bakewell, State Board of Healing Arts, 1895 Yale Station, 
New Haven. Medical. Hartford, March 12-13. Sec., Dr. 
Murdock, 147 W. Main St., Meriden. Homeopathic. Derby, March 12- 
13. Sec., Dr. Joseph H. Evans, 1488 Chapel St., New Haven. 

DELAWARE: Examination. Dover, July 9-11. Reciprocity. Dover, July 
16. Sec., Medical Council of Delaware, Dr. Joseph S. McDaniel, 229 S. 
State St., Dover. 


District or Cotumpia: Basic Science. ‘Washington, April 22-23. 
Medical. Washington, May 13-14. Sec., Dr. George C. Ruhland, 203 
District Bldg., Washington. 

Fioripa: Basic Science. De Land, May 25. Sec.. John F. Conn, 
De Land. Medical. Tampa, June 17-18. Sec., Dr. William M. Rowlett, 
Box 786, Tampa. 

Georcia: Atlanta, June. Joint-Sec., Mr. R. C. Coleman, 111 State 
Capitol, Atlanta. 


DAHO: Boise, April 2. Dir., Bureau of Occupational Licenses, Mr. 
H. B. Whittlesey, 355 State Capitol Bldg., Boise. 

Inxinois: Chicago. Jan. 23-25. Acting ‘Superintendent of Registration, 
Mr. Lucien A. File, Springfield. 

INDIANA: Indianapolis, June 18-20. Sec., Board of Medical Registra- 
tion and Examination, Dr. J. W. Bowers, 301 State House, Indianapolis. 

Kansas: Kansas City, June 18-19. Sec., Board of Medical Registration 
and Examination, Dr. J. F. Hassig, 905 N. Seventh St., Kansas City. 


Kentucky: Louisville, June 5-7. Sec., Dr. A. T. McCormack, 620 S. 
Third St., Louisville. 

Maine: Portland, March 12-13. © Sec., Board of Registration of 
Medicine, Dr. Adam P. Leighton, 192 State St., Portland. 

MARYLAND: Medical. Baltimore, June 18-21. Sec., Dr. John T. 
O’Mara, 1215 Cathedral St., Baltimore. Homeopathic. ‘Baltimore, June 


18-19. Sec., Dr. John A. Evans, 612 W. 40th St., Baltimore. ‘ 
MASSACHUSETTS: Boston, March 12-14. Sec., Board of Registration in 
Medicine, Dr. Stephen Rushmore, 413-F State House, Boston. 


Micuican: Ann Arbor and Detroit, June 12-14. Sec., Dr. J. Earl 
McIntyre, 202-4 Hollister Bldg., Lansing. 

MisstsstpPi: Jackson, June. "Asst. Sec., Dr. R. N. Whitfield, Jackson. 

Montana: Reciprocity. Helena, April 1. Examination. Helena, 
April 2-3. Sec., Dr. S. A. Cooney, 216 Power Block, Helena. 

NEVADA: Reciprocity with oral examination. Carson City, Feb. 5. 
Sec., Dr. Frederick M. Anderson, 215 N. Carson St., Carson City. 

New Hampsuire: Concord, March 14-15. Sec., Dr. T. P. Burroughs, 
State House, Concord. 

New Jersey: Trenton, June 18-19. Sec., Dr. Earl S. Hallinger, 
28 W. State St., Trenton. 


New Mexico: Santa Fe, April 8-9. Sec., Dr. Le Grand Ward, 135 


Sena Plaza, Santa Fe. 


New York: Albany, Buffalo, New York and Syracuse, Jan. 29-Feb. 1. 
Chief, Bureau of Professional Examinations, Mr. Herbert J. Hamilton, 
315 Education Bldg., Albany. 


Orecon: Basic Science. Portland, Feb. 24. 
file not later than Feb. 7. Sec., State Board of Higher Education, Mr. 
Charles D. Byrne, University of Oregon, Eugene. 

Pverto Rico: Santurce, March 5. Sec., Dr. 
3854, Santurce. 


Applications must* be on 


O. Costa Mandry, Box 


Texas: San Antonio, Jume 20-22. Sec., Dr. T. J. Crowe, 918-20 Mer- 
cantile Bldg., Dallas. 

Vermont: Burlington, Feb. 13-15. Sec., Board of Medical Registra- 
tion, Dr. W. Scott Nay, Underhill. 

VirGinita: Richmond, June 18-20. Sec., Dr. J. W. Preston, 30% 
Franklin Rd., Roanoke. 

West Vircinta: Charleston, March 4-6. Sec., Public Health Council, 


Dr. Arthur E. McClue, State Capitol, Charleston. 
Wisconsin: Basic Science. Madison, April 6. Sec., 
N. Bauer, 3414 W. Wisconsin Ave., Milwaukee. 
Wyominc: Cheyenne, Feb. 5. Sec., Dr. M. C. Keith, 
Cheyenne. 


Professor Robert 
Capitol Bldg., 


Missouri October Examination 

Dr. Harry F. Parker, secretary, State Board of Health of 
Missouri, reports the written examination held at Kansas City, 
Oct. 26-28, 1939. The examination covered fifteen subjects. 
An average of 75 per cent was required to pass. Twelve candi- 
dates were examined, all of whom passed. The following schools 
were represented : 


me Year Per 
School er Grad. Cent 
Rush Medical College.........cccecccess (1938) 88.8, (1939) 86.1 
Perens DOG | Means 6 a6 66 ccc icececistcdiecvens (1939) 93.2 
Tufts College Medical School........ccscssccesssceee (1936) 88.8 
University of Minnesota Medical School............... (1939) 92.3 
Creighton University School of Medicine............. (1939) 82.1 
Univ. of Pennsylvania School of Medicine. (1937) 77.1, (1939) 82.8 
University of Texas School of Medicine.............. (1938) 85 


University of Western Ontario Medical School......... (1936) 82.9 
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University of Edinburgh Faculty of Medicine.......... (1938) 85.3 
Universitat Bern Medizinische Fakultat .............. (1938) 877 


Thirty physicians were licensed by reciprocity and five physi. 
cians were licensed by endorsement on October 25 and Decem. 
ber’9. The following schools were represented: 


School LICENSED BY RECIPROCITY P how § Reciprocity 
University of Arkansas School of Medicine.........- (1937) Arkansas 
University of Colorado School of Medicine........... (1938) Colorado 
Howard University College of Medicine.........-.... (1938) Tennessee 
Northwestern University Medical School......... «++ (1938) Illinois 
Rush Medical College ........... (1930) Wisconsin, (1936) Illinois 
University of Illinois College of Medicine.......... (1939, 2) Illinois 
Drake University College of Medicine............+... (1904) lowa 
State University of Iowa College of Medicine. (1931), bia gg lowa 
University of Kansas School of Medicine.......... a9 3) Kansas 
Louisiana State University Medical Center........... (1938) Louisiana 
Wayne University College of Medicine.............. (1939) Michigan 
St. Louis University School of Medicine............. (1938) New York 
Creighton University School of Medicine............. (1938) Nebraska 
University of Nebraska College of Medicine......... (1932) Washington 
Western Reserve University School of Medicine...... (1930) Ohio 
Meharry Medical College... ice ssccscccescccceses (1938, 8) Tennessee 
University of Tennessee College of om 5, eS (1938) Tennessee 
McGill University Faculty of Medicine.............. (1937) Tennessee 

School LICENSED BY ENDORSEMENT Grad Badorsement 
St. Louis University School of Medicine......... (1938, 2)N. B. M. Ex. 
Creighton University School of Medicine............ (1938)N. B. M. Ex, 
Ohio State University College of Medicine........... (1928) N. B. M. Ex, 
McGill University Faculty of Medicine............+. (1937) N. B. M. Ex, 


Maine November Report 

Dr. Adam P. Leighton, secretary, Maine Board of Regis- 
tration of Medicine, reports the written examination held at 
Portland, Nov. 14-15, 1939. The examination covered ten 
subjects and included 100 questions. An average of 75 per 
cent was required to pass. Sixteen candidates were examined, 
thirteen of whom passed and three failed. Two physicians 
were licensed by reciprocity and three physicians were licensed 
by endorsement. The following schools were represented: 








. Year Per 
School — : Grad. Cent 
Boston University School of Medicine...... (1935) 80, (1939) 81 
Biarvane  Wietens  Seeee. . . wc ccccecdececce (1909) 80, (1939) 86 
Tufts College Medical School.............. (1938) 76, oroeat 83.9 
Albany Medical College... ........20-cseeecesecsesves (1939) 83 
ee University College of eehines > by Su 
WN a oka Lede ottns cae eee 33) 75. os (1934) 84 
cone Medical College and Hospital of Phiedelpiaa. (1939) 76 
University of Pennsylvania School of Medicine......... (1939) 83.9 
University of Vermont College of Medicine............ (1937) 78.8 
University of Western Ontario Medical School......... (1932) 83 
Year Per 
School oupcmeau Grad. Cent 
Hahnemann Medical College and Hospital. of Philadelphia. (1939) 70 
Medizinische Fakultat der Universitat Wien............ (1936) 72 
Regia Universita degli Studi di Bologna. Facolta di 
Pee Ge CSUN és db cox 6 a dew cdieaiidls 445 dee ets 937) 68.9 
School LICENSED BY RECIPROCITY Year Epemncacty 
University of Pennsylvania School of Medicine..... .- (1917) New Jersey 
University of Vermont College of Medicine........... (1937) Vermont 
School LICENSED BY ENDORSEMENT pene peeteroqment 
Blarvasd Wiodiewl - Seedhs oo ee secs cca sccet (1931), (1933)N. B. M. Ex. 
University of Edinburgh Faculty of Medicine......... (1937) N. B. M. Ex. 
Montana October Report 
Dr. S. A. Cooney, secretary, Montana State Board of Medi- 


cal Examiners, reports the written examination held at Helena, 
Oct. 3-4, 1939. The examination covered ten subjects. An 
average of 75 per cent was required to pass. Seven candi- 
dates were examined, all of whom passed. Eight physicians 
were licensed by reciprocity and two physicians were licensed 
by endorsement. The following schools were represented : 


Year Per 
School PASSED Grad. Cent 
Loyola University School of Medicine............... (1939), 79.7, 82.7 
University of Minnesota Medical School............... (1939) 77.8 
Creighton University School of Medicine.............. (1939) 77.1 
Cornell University Matieel: CNN al ie iss was es ha 8h (1937) 82.4 
New York University College of Medicine............. (1939) 86.8 
Medizinische Fakultat der Universitat Wien........... (1936) 75 
School LICENSED BY RECIPROCITY — cone ot tana 
University of Colorado School of Medicine........... (1936) Colorado 
Indiana University School of Medicine.............. (1935) Indiana 
Wayne University College of Medicine............... (1936) Michigan 
John A. Creighton Medical College................5. (1917) _Nebraska 
Duke University School of Medicine................. (1935) Minnesota 
University of Virginia Department of Medicine...... (1931) Virginia 
University of Montreal Faculty of Medicine.......... (1922) Maryland 


. (1922) W. Virginia 
Year Endorsement 


Deutsche Universitat Medizinische Fakultat, Prag. . 


School LICENSED BY ENDORSEMENT Grad. of 
Harvard Medical School........-.:.0sseeeeeeeeeees cse20p et. . Ex 
University of Minnesota Medical School............ (1937) N. B. M. Ex 
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Book Notices 


Brucellosis in Man and Animals. By I. Forest Huddleson, D.V.M., 
\s., Ph.D., Research Professor in Bacteriology, Michigan State Col- 
lege, East Lansing. Contributing Authors: A. V. Hardy, M.S., M.D., 
pr.P.H., Associate Professor of Epidemiology, DeLamar Institute of 
Public Health, Columbia University Medical School, New York, J. E. 
Debono, M.D., M.R.C.P., Professor of Pharmacology and Therapeutics, 


Royal University of Malta, and Ward Giltner, D.V.M., M.S., Dr.P.H., 
Dean of Veterinary Division and Professor of Bacteriology, Michigan 
state College. Cloth. Price, $3.50. Pp. 339, with 41 illustrations. 


New York: Commonwealth Fund; London: Oxford University Press, 1939. 


This splendid volume is an outgrowth of an earlier work by 
Huddleson, published in 1934, entitled “Brucella Infections in 
Animals and Man.” The previous book was restricted largely 
to methods of laboratory diagnosis. The present volume, about 
three times larger than the earlier book, deals extensively with 
the clinical aspects of brucellosis (undulant fever) and brings 
down to date the accumulated information on the pathology, 
bacteriology and serology of the disease in man and animals. 
The chapters dealing with the clinical aspects of brucellosis in 
the United States and brucellosis in Malta were contributed by 
Hardy, of Columbia University, and by Debono, of the Royal 
University of Malta. The chapter on the eradication or control 
of sources of brucellosis infection was written by Giltner, of 
Michigan State College. The senior author and the contributing 
authors are recognized authorities in their respective fields. 

The difficulties often encountered in arriving at a clinical 
diagnosis of brucellosis are properly emphasized. A careful 
perusal of the chapters on brucellosis in human beings will con- 
vince the reader that the clinical picture of the disease, par- 
ticularly during its acute and subacute phases, is often sufficiently 
characteristic to justify a provisional diagnosis of brucellosis in 
a high proportion of cases. The diagnosis can be made with 
absolute certainty only when the organism is recovered from the 
blood, urine, feces, spinal fluid or excised tissues. In the absence 
of positive cultures the agglutination test, intradermal test and 
upsonocytophagic test are of considerable value when properly 
interpreted. The rapid agglutination procedure devised by 
Huddleson appears to be as reliable as the test tube method. 
The technics for the performance of the brucellergin skin test 
and the opsonocytophagic test are described in detail. The 
occasional absence of serum agglutinins in culturally proved 
cases of brucellosis and the failure of the agglutination test and 
intradermal test to distinguish between past and present infection 
or between symptomatic and asymptomatic infection led Huddle- 
son and his associates to test the opsonocytophagic power of the 
blood in a phagocytic system as a measure of susceptibility, 
active infection or immunity. Huddleson has proposed a system 
for the diagnosis of brucellosis, in the absence of cultural proof, 
according to the results of a combination of the agglutinatiort, 
intradermal and opsonocytophagic tests. It is Huddleson’s 
belief that such a system will determine the presence or absence 
of brucellosis and will distinguish between immune individuals 
and those actively infected. Some investigators do not place 
such reliance on the opsonocytophagic test and have cited 
instances in which all three tests have failed in cases in which 
the diagnosis was established by culture of Brucella; the 
inadequacy of these tests pertains particularly to cases of low 
grade chronic brucellosis. 

The chapter on treatment deals largely with the employment 
of brucellin, a culture filtrate of Brucella, devised by Huddleson. 
It is believed that brucellin favorably affects the course of the 
disease by producing a systemic allergic reaction which is accom- 
panied by a neutrophilic polymorphonuclear leukocytosis and an 
increase in immune opsonins. Of more than 500 cases treated 
with brucellin the disease was favorably influenced in approxi- 
mately 85 per cent. Sulfanilamide was ineffective in all of 
fifteen cases observed by the author. Vaccine therapy is dis- 
missed with two sentences ; many reliable investigators who have 
reported good results from vaccine therapy would undoubtedly 
take issue with the author on this score. 

The growing realization during the past decade that brucellosis 
is a common, widespread and frequently unrecognized disease 
has created a demand for a complete, concise and authoritative 
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book on the subject. Huddleson and his collaborators have 
filled this need. The book will be read with great profit not 
only by physicians but by laboratory workers and veterinarians 
as well. . 


Manual de las enfermedades endecrinas y del metabolisme. Por G. 
Marafién, profesor de la Universidad de Madrid. Paper. Pp. 355, 
with 74 illustrations. Buenos Aires: Libreria Hachette, S. A., 1938. 

Dr. Marafién’s textbook is not a comprehensive treatise on 
endocrine and metabolic disorders and does not pretend to be 
one. Its value lies in the critically written introductory chapters. 
In them the author analyzes the criteria necessary for the correct 
evaluation of a suspected endocrine disturbance from both the 
clinical and the laboratory point of view. He emphasizes espe- 
cially the need for a healthy skepticism with regard to the 
hinterland of so-called subclinical endocrinopathies and the 
mixed, polyglandular syndrome. However Marafién, in com- 
mon with some European clinicians, writes with positive assur- 
ance of “neuro-endocrine” syndromes, emphasizing the connection 
between the divisions of the autonomic system and the endo- 
crines. We have far too little exact knowledge of such inter- 
relationships at present to be able to do anything more than 
express vague generalities. The descriptions of the syndromes, 
their clinical course and the treatment, are accurate and concise. 
In general only well tested and potent endocrine preparations 
are recommended, and such materials as pituitary substance by 
mouth are expressly warned against. The illustrations on the 
whole do not add materially to the text. All the metabolic dis- 
orders occupy about fifty pages of text and the treatment is 
therefore sketchy and even more general than that usually found 
in textbooks on general medicine. Almost no attempt is made 
to elucidate the normal and deranged physiology of the food- 
stuffs in the light of modern biochemistry. On the whole the 
book demonstrates extensive clinical experience and a knowl- 
edge of the fundamentals of endocrine physiology but not of 
metabolism. 

Injuries of the Nervous System Including Poisonings. By Otto Mar- 
burg, M.D., Clinical Professor of Neurology, Columbia University, 
New York, and Max Helfand, M.D., Assistant Clinical Professor of 
Neurology and Psychiatry, Columbia University. Cloth. Price, $3. 
Pp. 213, with 16 illustrations. New York: Veritas Press, 1939. 

This book is not easy to read. One must reread the sentences 
in order to get the thought that the writers wish to convey. 
Many of the sentences are wobbly. An example is on 
page 17: “It is not usual to speak of general signs in brain 
injuries, but there are many symptoms which are commonly 
found in concussion, contusion as well as in compression. So 
it seems to be right to call such symptoms ‘general symptoms’.” 
Or on page 16: “These projectiles are potentially restless in 
the brain and thus are a continuous source of infection.” In 
reference to the subject of blood pressure, on page 23 the fol- 
lowing sentence appears: “Blood pressure is seldom examined 
immediately following an injury.” In well regulated hospitals 
the house staff is instructed to make routine blood pressure 
readings on all types of injuries. Thus, the foregoing sentence 
is not entirely correct. In the discussion on mental symptoms 
following trauma, on page 38 the following sentence in the last 
paragraph is of interest: “Undoubtedly a normal man with an 
intensive head injury tends to remain normal after the injury.” 
It would be quite interesting to determine just what the authors 
meant by an intensive head injury or what is meant by “normal.” 
On page 52, in the discussion of contusion and hemorrhages of 
the brain, the authors make the following statement: “As 
Kroenlein, we separate them into .” These are examples 
of how difficult it is to follow clearly the various thoughts that 
the authors discuss. Lastly, the subject of the effects of poison- 
ings on the nervous system appears at the end of the book. On 
page 184 carbon monoxide is discussed; specifically the opening 
sentence, “The intoxication of carbon monoxide enters by respi- 
ration,” is indeed a novel idea. It was believed that the intoxi- 
cant might enter, but not intoxication. Then the authors say 
“It is possible to substitute the oxyhemoglobin by CO hemo- 
globin .” It is not a question of substitution but the 
change of reduced hemoglobin to CO hemoglobin. Then the 
authors state that death by carbon monoxide poisoning occurs 
when 80 per cent of this poison is in the blood. The authors 
immediately go on and discuss a train of symptoms that the 
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patient complains of at a time when he is supposedly dead. On 
page 185 occurs a new paragraph—a discussion of the symptoms 
that a patient has when he recovers from the acute stage. It 
is, indeed, rather difficult to follow. There are many better books 
on diseases of the central nervous system and neuropathology, 
and various books on legal medicine and toxicology that contain 
superior discussions on injuries of the nervous system, as well 
as poisons. This book cannot be recommended. 


Functional Disorders of the Foot: Their Diagnosis and Treatment. By 
Frank D. Dickson, M.D., F.A.C.S., Orthopedic Surgeon, St. Luke’s, Kan- 
sas City General, and Wheatley Hospitals, Kansas City, and Rex L. 
Diveley, A.B., M.D., F.A.C.S., Orthopedic Surgeon, St. Luke’s, Kansas 
City General, Research, and Wheatley Hospitals, Kansas City, Missouri. 
Cloth. Price, $5. Pp. 305, with 202 illustrations. Philadelphia, Mon- 
treal & London: J. B. Lippincott Company, 1939. 

The first three chapters are an introductory foundation to the 
clinical picture and carefully but simply present the evolution, 
anatomy and physiology of the foot. Then follow the primary 
causes of foot imbalance and an unusually good chapter on foot 
examination. The next four chapters are on foot imbalance 
from infancy to adulthood. Each age group is presented, and 
the treatment discussed is basically logical and widely accepted. 
The discussion of foot apparel has real merit. Many of the dis- 
orders of foot function can be attributed to improper apparel. 
Most of the treatment requires proper foot wear for obtaining 
good therapeutic results. Clinical entities are then presented 
and the book closes with the chapters on adhesive strappings and 
exercises. The surgical treatment of flat foot, bunions, hammer 
toes and corns is excellent and the diagrammatic drawings are 
of great explanatory value. The entire subject of the foot is 
presented clearly and concisely. The book may be read by the 
public as well as by the medical profession. There are sufficient 
and adequate illustrations, photographs and roentgenograms to 
enlighten the reader and clarify the manuscript. 


Uber Sternalmark und Blut bei Wurmtragern (Bothriocephalus latus, 
Taenia mediocanellata). Von Guido Tétterman. Acta medica Scandi- 
navica. Supplementum CIV. Paper. Pp. 176, Stockholm, 1939. 

This is a thorough study of the bone marrow and blood of 133 
patients seen by the author in the hospital and his private prac- 
tice in Helsinki. Of these, twenty-two (eleven males and eleven 
females) were considered normal. There were 111 with tape- 
worms, of whom eleven were infected with Taenia saginata and 
100 with Diphyllobothrium latum. Of the latter, twelve had 
anemia (pernicious). Of the eighty-eight carriers, sixty-four 
were females and twenty-four males; of the patients with anemia, 
seven were females and five males. Of the patients infected with 
Taenia saginata there were two males and nine females. The 
author was able to study many of the cases before and after 
treatment. The monograph has many tables showing the results 
of studies on blood and bone marrow (sternal puncture). 

In general, Tétterman concludes that the type of erythro- 
poiesis in carriers of the broad tapeworm is normoblastic with 
a slight reduction in numbers of normoblasts in the bone marrow 
and some slight decrease in reticulocytes. Some slight shift to 
the left of the neutrophils might be accounted for by the infec- 
tion. These changes are very slight and are probably not signifi- 
cant. When hypochromic anemia occurred in these cases, the 
normoblasts were not increased nor were the eosinophils. In 
patients having “bothriocephalus anemia,” the erythropoiesis was 
found to be megaloblastic and promegaloblastic and typical of 
pernicious anemia. 

In general, in carriers the blood changes are slight; there is a 
slight increase in diameter of the erythrocytes, an insignificant 
increase in eosinophils and a weak tendency toward leukopenia. 
In 14.8 per cent of the cases it is likely that the infection pro- 
duced a slight anemia and also a tendency toward a higher color 
index. One could not regard these carriers as suffering from 
pernicious anemia. 

The frequency of achylia in patients with slight blood changes 
was not greater than those without such anemia. In seven cases 
there was lowering of the color index, and the anemia was not 
improved after treatment. The volume index and serum color 
index of Meulengracht were normal in carriers. The urine of 
many, however, contained urobilinogen and urobilin, which the 
author thinks was due to slight hepatic damage and not to action 
of a hemolytic toxin. The patients who had “bothriocephalus 
anemia” appeared to be ill, like patients who had pernicious 
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anemia, and quickly improved after treatment. 
did not respond to injections of histamine. 

The patients harboring the beef tapeworm had more eosino. 
phils in both bone marrow and blood than those harboring the 
fish tapeworm. Erythropoiesis was not much influenced by the 
infection. The author does not think it wise to draw too posi- 
tive conclusions about this worm on the basis of so few patients, 
most of whom were of one sex. Of the patients, 36.3 per cent 
had achylia. 

There is a discussion of the relationship of pernicious anemia 
to the anemia described as afflicting persons infected with 
Diphyllobothrium latum, but no definite conclusions are given, 
It is unfortunate that the author did not consult some standard 
textbook on helminthology for the correct names of the worns 
which concerned him in this study. 


Their achylig 


Handbook of Physical Therapy. Selections Authorized for Publica- 
tion by the Council on Physical Therapy, American Medical Association. 
Third edition. Cloth. Price, $2. Pp. 537, with illustrations. Chicago: 
American Medical Association, 1939. 

The third edition of the Handbook of Physical Therapy con- 
tains articles authorized by the Council on Physical Therapy of 
the American Medical Association. This handbook has been 
important in making the general practitioner conscious of the 
value of physical therapy. It has become a standard work, for 
it has been tried and its value assayed. This edition contains 
eleven new articles and revisions of many that appeared in 
previous editions. There are two new articles on short wave 
diathermy. Galvanic and faradic currents are discussed. There 
is an article on electrolysis that will be of interest to the derma- 
tologist. New material has been added on all forms of radiation 
therapy. Fever therapy is discussed fully with regard to indica- 
tions and contraindications, qualifications of personnel and team 
work. There is a fine article by Krusen on colonic irrigation 
and another on electrosurgery by Mock. The illustrations of 
the warm paraffin bath and the home type of baker are especially 
instructive. The physiologic effects of heat are well described 
and illustrated in Pemberton’s chapter. Some of the noteworthy 
features of the book are the value of physical therapy in frac- 
tures, poliomyelitis, psychiatric and other neurologic conditions, 
tuberculosis, surgery, and medical and orthopedic lesions. 


Edited by Charles A. 
Hopkins University, 


The 1939 Year Book of Radiology. Diagnosis. 
Waters, M.D., Associate in Roentgenology, Johns 
Baltimore. Associate Editor: Whitmer B. Firor, M.D., Assistant in 
Roentgenology, Johns Hopkins University. Therapeutics. Edited by Ira 
I. Kaplan, B.Sc., M.D., Director, Division of Cancer, Department of Hos- 
pitals, City of New York. Cloth. Price, $4.50. Pp. 528, with 509 
illustrations. Chicago: Year Book Publishers, Inc., 1939. 

Again Waters and Kaplan have turned out a good Year Book 
of Radiology. A set of these year books and the Consolidated 
Indices of the American Journal of Roentgenology and Radium 
Therapy would be an economical and practical method of con- 
tracting the shelf space for the radiologic literature of the world 
for the last eight years to just nine volumes. Look up the 
author or article and within the same or the succeeding year 
book will undoubtedly appear a condensation of the original 
article with editorial exactness and comment. Naturally, the 
Year Book does record all of the newer applications of x-ray 
diagnosis and roentgen and radium treatment. - The advance- 
ments in physics and artificial radioactivity are never neglected. 
The amplification and experience of older procedures, as recorded 
in the radiologic literature of the world, are offered for those 
who must have a short cut to reliabie information. Economics 
as it touches the field of radiology receives generous attention. 
No other set of books could be more useful to the busy or 
studious radiologist. He can refresh his memory or restore his 
recollection of forgotten items. In an instant, during the 
preparation of a consultative report to a colleague, the radiologist 
can offer authoritative background to establish the diagnosis or 
the usefulness of certain suggestions for treatment. There can 
never be too much praise for the manner in which Waters and 
Kaplan have constructed the Year Book of Radiology for the 
entire eight years of its existence. Never has there been any 
criticism among other radiologists who follow the literature of 
the radiologic world. Waters and Kaplan have constantly been 
generous in space for the newer concepts of radiologic practice. 
They have never been guilty of deleting articles that run con- 
trary to their beliefs. They have aways recorded articles on 
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radiology by other than radiologists; in fact, there is comment 
in the preface on the large number of such articles within the 
past year. An index for any year book does require many cross 
references. Evidently the editors realize this and have induced 
the publishers to be generous in this section of the book. The 
perpetuation of any year book depends on a satisfactory return in 
profit and recognition to the publishers. Those radiologists who 
find this annual volume useful should spread an interest so that 
it may be continued without interruption throughout the years. 


Fractures and Dislocations in General Practice. By John Hosford, 
\_D., F.R.C.S., Assistant Surgeon to St. Bartholomew’s Hospital, London. 
Cloth. Price, 12s. 6d. Pp. 274, with 71 illustrations. London: H. K. 
Lewis & Co., Ltd., 1939. 

The author has written this book for the general practitioner 
and the undergraduate medical student in order to give them a 
practical, easily read book. He purposely omits details of open 
operations on fractures and skeletal traction. He gives the 
methods which he considers best instead of giving many methods 
which might be confusing to the doctor. It is a guide to simple 
anatomic, physiologic and mechanical principles involved in the 
treatment of fractures and dislocations. The illustrations are 
well chosen. There are instructive chapters on plaster of paris, 
continuous traction, delayed union and nonunion, complications 
aad other forms of treatment. The author includes an interesting 
illustration of Monteggia’s dislocation of the head of the radius 
with fracture of the shaft of the ulna. The appendix contains 
four pages on some of the pioneers in the field such as Percival 
Pott, Abraham Colles, Robert William Smith, Hugh Owen 
Thomas and Edward Hallaran Bennett. The book is satis- 
factory for both the student and the general practitioner. 


Office Gynecology. By J. P. Greenhill, B.S., M.D., F.A.C.S., Professor 
of Obstetrics and Gynecology, Loyola University Medical School, Chicago. 
Cloth. Price, $3. Pp. 406, with 106 illustrations. Chicago, Illinois: 
Year Book Publishers, Inc., 1939. 

Even those who are wearied by the large number of gyneco- 
logic textbooks will admit that there is a field for such a book 
as this, which concisely collects and summarizes the several 
current gynecologic procedures which can be performed in the 
office. The author states in the preface that the purpose of the 
book is to present to the physicians who cannot conveniently 
avail themselves of postgraduate study the recent phases of 
gynecology that may suitably be practiced in the office. Follow- 
ing a brief but readable review of history taking and physical 
examination, the various medical entities of gynecology as well 
as minor surgical procedures are discussed. Some of the pro- 
cedures mentioned may be a bit too ambitious to be carried out 
as a routine in the office except when hospitalization is not 
feasible for sound reasons. The various diagnostic and thera- 
peutic technics are well outlined by the author and deserve space 
in the book. It is doubtful, however, whether such procedures 
as pneumo operations and sterilization by coagulation of the 
uterine cornu will be employed frequently enough by the general 
practitioner to warrant separate chapters. The value of sulfanil- 
amide in gonorrheal and nongonorrheal pelvic infections has 
possibly been underestimated but the dangers and complications 
of its use are adequately stressed, except to warn that close 
hospital observation is sometimes required. Pelvic heating in 
inflammatory disease receives due attention. There is admirable 
clarity in reference to dose, percentage of solutions, timing of 
doses and other therapeutic detail. The survey of the recent 
advances in endocrinology is handled as well as the limited space 
permits. Therapeutic suggestions in this phase of gynecology 
are wisely less dogmatic because of the flux and shift of our 
knowledge in this rapidly changing field. It is acknowledged that 
some of the newer endocrine therapeutic agents mentioned have 
not been proved innocuous and that the physiologic basis for 
their administration has not been confirmed. A generous number 
of illustrations clarify various procedures and the book is pleas- 
antly free from unessential bibliographic references. The book 
ends with a chapter on premarital advice—a subject largely 
heretofore neglected in such works. In critically perusing this 
chapter one must keep in mind that it is not written for the 
public but for the doctor about to instruct the patient. The 
author has been both concise and inclusive. The book should 
Prove to be a useful “refresher course” for the physician inter- 
ested in gynecology. 
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From Head to Foot. By Armitage Whitman, M.D. Cloth. Price, $2.59. 
Pp. 262. New York & Toronto: Farrar & Rinehart, Inc., 1939. 

The author is well qualified to write “From Head to Foot,” 
which is a practical discussion of the more frequently encoun- 
tered orthopedic conditions. Separate chapters are devoted to a 
consideration of posture, the foot, scoliosis, poliomyelitis, spastic 
paralysis, fractures, joint injuries, osteomyelitis and low back 
pain. A clear clinical picture is presented to the reader in 
simple, nontechnical language; at the same time the difficulties 
which the physician encounters in diagnostic and therapeutic 
problems are discussed in a frank and sympathetic manner. The 
chapters on influences of a handicap, physical therapy, social 
service and veterans deal with the psychologic, sociologic and 
economic aspect of disease. The literary style is informal and 
conversational. Frequently emphasis is established by use of 
illustrative dramatic episodes from the author’s experience. This 
volume is recommended for the layman's medical library. 


Réntgendiagnostik der Wirbelsdule. Von Dr. B. Simons, Dozent fir 
Chirurgie und Orthopiidie, Oberarzt der chirurgischen Universitits-Klinik, 
Jena. Paper. Price, 24 marks. Pp. 262, with 207 illustrations. Jena: 
Gustav Fischer, 1939. 

This monograph includes descriptions and illustrations on the 
growth and development of the vertebrae. The relation of the 
intervertebral disks to adolescent kyphosis is discussed and 
anomalies and variations of position, shape and size are shown. 
The x-ray appearances of abnormal growth and development are 
shown and the interpretation of vertebral tumors, diseases and 
deformities are discussed and illustrated. The author describes 
the lesions of tuberculosis, pyogenic infections and arthritis as 
well as osteoporosis, osteitis deformans and chondrodystrophy. 
Some of the illustrations of Schmorl and Junghanns are well 
shown. The reproductions of the roentgenograms, photographs 
and pathologic material are beautiful. Disturbances of growth 
and development are well illustrated, also cervical ribs, spina 
bifida, anomalies of the articular facets, fifth lumbar vertebrae, 
calcification of the iliolumbar ligaments, rachischisis, neoplasms 
and almost every pathologic lesion that occurs in the vertebrae. 
There is an extensive bibliography. This fine monograph should 
be of teaching value to those interested in this subject. 


Untoward Effects of Nitrous Oxide Anesthesia With Particular Refer- 
ence to Residual Neurologic and Psychiatric Manifestations. By Cyril B. 
Courville, M.D., Professor of Neurology and Psychiatry, College of 
Medical Evangelists, Los Angeles, California. With foreword by Dr. 
Yandell Henderson, Professor of Applied Physiology, Yale University, 
New Haven, Connecticut. Cloth. Price, $4.75. Pp. 174, with 54 illus- 
trations. Mountain View, California: Pacific Press Publishing Associa- 
tion, 1939. 

This monograph sets forth the residual neurologic and psychi- 
atric manifestations of asphyxia associated with nitrous oxide 
anesthesia, along with the pathologic proof as evidenced by the 
cells of the various parts of the nervous system. It is a valuable 
contribution for anesthetists and the excellent presentation of 
the subject should be read not once but annually by all anes- 
thetists, more especially by those who administer inhalation 
anesthetics such as nitrous oxide. 


Nutrition and Physical Fitness. By L. Jean Bogert, Ph.D. Third edi- 
tion. Cloth. Price, $3. Pp. 602, with 75 illustrations. Philadelphia 
& London: W. B. Saunders Company, 1939. 

When this book first appeared, in 1931, it became immediately 
popular with readers who wanted accurate information about 
foods and nutrition written in an interesting and nontechnical 
style. The present edition preserves these attributes while bring- 
in; the information down to date. The author writes authorita- 
tively about nutrition and health in terms which the intelligent 
man or woman can understand. 


Manual of Toxicology. By Forrest Ramon Davison, M.B., M.Sc., 
Ph.D., Assistant Professor of Pharmacology, College of Medicine, Uni- 
versity of Vermont, Burlington. With a foreword by David Marvin, M.D. 
Cloth. Price, $2.50. Pp. 241. New York: Paul B. Hoeber, Inc., 1939. 

As a proof that this book is right up to date may be offered 
the inclusion of war gases among the poisons. In many other 
ways the manual impresses one as a thoroughly satisfactory text- 
book for a course in toxicology in medical schools or as a desir- 
able ready reference book to be recommended for the smallest 
hospital library. 
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Compensation of Physicians: Criteria of Reasonable- 
ness of Fees.—The plaintiff, June 12, 1936, was called to 
attend the defendant, who was suffering from bronchial pneu- 
monia, and the patient was immediately hospitalized. On the 
patient’s insistence, the plaintiff occupied an adjoining room 
in the hospital and was in constant attendance on him, leaving 
the hospital only once or twice a week for a change of clothes. 
Apparently the patient had a difficult time of it but eventually 
recovered sufficiently to permit his removal from the hospital 
July 5 to a sanitarium in an adjoining county for further care 
and treatment. For the twenty-three days that the plaintiff 
attended the defendant at the hospital a charge of $12,000 was 
made, which the defendant refused to pay. The plaintiff then 
sued and obtained a judgment for the full amount, whereupon 
the defendant appealed to the district court of appeal, fourth 
district, California. 

Testimony tending to show a patient’s ability to pay, said 
the district court of appeal, was admissible. The value of pro- 
fessional services rendered by physicians is not a subject of 
general knowledge or within the scope of judicial notice, and 
proper proof as to such value requires the testimony of those 
familiar as experts with such work in a particular locality. 
A physician is entitled to recover the ordinary and reasonable 
charge usually made, for such services as he has rendered, by 
members of similar standing in the profession. There is a 
difference between ability to pay and annual net income, the 
court pointed out. While annual net income may be in such 
an amount that, when related to the fee claimed, proof thereof 
would establish the ability to pay the fee, usually annual net 
income is evidence only of ability to pay and therefore is one 
element to be properly considered in determining what is the 
reasonable value of services performed. Fixing the value of 
services must be in the light of other elements than ability 
to pay, such as professional standing, capacity and reputation 
of the person performing the services. The capabilities of 
the physician as measured by all the elements that go into the 
demand for his personal services must be taken into considera- 
tion, as well as the difficulties of the case and the amount of 
time necessarily occupied in its consideration. A physician who 
has just been licensed to practice could not have established 
within a community public opinion or demand for the services 
that would justify a charge equivalent to a charge that would 
be made by a physician who had been in practice for a long 
time and who had acquired a national reputation. If a physi- 
cian possesses a rare gift in the matter of his professional 
accomplishments and the demand for his time and services 
become great, he is entitled to a greater compensation than 
a physician who has no such gift and for whose services there 
is no such demand. 

In the present case, the plaintiff was a general practitioner 
with no special training or experience in the treatment oi 
pneumonia. A physician from a neighboring county testified 
as an expert witness for him. He was familiar with the 
various methods used by physicians in determining just and 
fair charges for services rendered but stated that he had never 
practiced in the county in which the plaintiff rendered the 
services involved in this case and knew nothing of the prac- 
tices and customs of physicians there. The following hypo- 
thetic question was propounded to this witness: 

Doctor, assume that the patient is a man 56 years of age suffering from 
Paget’s disease, and a man who was taken with bronchial pneu- 
monia, the patient being a prominent motion picture star with a reputed 
income of $6,000 a week and with an accumulated surplus in the neighbor- 


hood of $700,000, the doctor in attendance being in constant attendance 
on the patient day and night from June 12, 1936, to July 5, 1936, and 
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the patient having made a complete recovery from the pneumonia, wh 
would in your opinion be a fair and reasonable charge for the services 
rendered by the physician? 

Over objections the witness was permitted to answer: “some. 
where between 5 or 10 per cent of the. [annual] net income” 
of the patient. This witness, said the district court of appeal, 
having no knowledge of the customs and practices of the pro. 
fession in fixing the reasonable value of services in the locality 
in which the services were rendered, was not competent to 
express an opinion concerning what would be a reasonable fee 
under the circumstances. The trial court erred, therefore, jn 
permitting the witness to express an opinion. Furthermore. 
the hypothetic question itself was faulty. It assumed that the 
defendant’s income was $6,000 a week. While it appeared 
from the record that at one time he did receive that salary, 
it was discontinued on June 1, 1956. The hypothetic question, 
too, left out of consideration the important matters of training, 
skill, experience and professional standing of the plaintiff and 
further assumed that the defendant was a prominent motion 
picture star, without any evidence to support it. The vocation 
of the defendant was not an element, the court pointed out, 
in the fixing of a reasonable charge against him; such charge 
would be the same whether he was a motion picture star, a 
banker or a rancher. 

The trial court, furthermore, refused to permit the defendant 
to show by an examination of the plaintiff what the latter's 
earnings were for the three years immediately preceding 1936 
and what were his customary charges for calls and services 
to patients. The value of professional services, the district 
court of appeal pointed out, may depend very considerably on 
the character and standing of him who performs them. In 
the first place, there are diversities of gifts. The period of 
time passed in the profession, the experience acquired, the 
degree of skill and the faculty of using professional know!edge 
make great differences in individuals. The services of some 
are worth more than the services of others because they will 
command more. The professional standing of the plaintiff 
was one of the elements properly to be considered in deter- 
mining the reasonable value of the services that he rendered. 
His earnings and his customary charges were proper subjects 
of inquiry to aid in determining his professional standing and 
the reasonable value of his services. In the opinion of the 
court, the testimony as to his earnings and his customary 
charges during a reasonable period prior to the rendering of 
the services should have been admitted. 

Because of the errors committed by the trial court, the judg- 
ment for the plaintiff was reversed.—Citron v. Fields (Calif.), 
85 P. (2d) 534. 
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COMING MEETINGS 


American Academy of Orthopedic Surgeons, Boston, Jan. 21-25. Dr. 
Carl E. Badgley, 1313 East Ann St., Ann Arbor, Mich., Secretary. 
American Orthopsychiatric Association, Boston, Feb. 22-24. Dr. Norvelle 

C. La Mar, 149 East 73d St., New York, Secretary. 

American Physiological Society, New Orleans, March 13-16. Dr. Philip 
Bard, Johns Hopkins Medical School, Baltimore, Secretary. 

American Society for Experimental Pathology, New Orleans, March 13-16. 
Dr. Paul R. Cannon, Dept. of Pathology, University of Chicago, 
Chicago, Secretary. 

American Society for Pharmacology and Experimental Therapeutics, New 
Orleans, March i3-16. Dr. G. Philip Grabfield, 319 Longwood Ave., 
Boston, Secretary. 

Annual Congress on Medical Education and Licensure, Chicago, Feb. 12-15. 
Dr. W. D. Cutter, 535 North Dearborn St., Chicago, Secretary. 

Mid-South Post-Graduate Medical Assembly, Memphis, Tenn., Feb. 13-10. 
Dr. A. F. Cooper, Goodwyn Institute Bldg., Memphis, Tenn., Secretary. 

North Pacific Pediatric Society, Portland, Ore., Jan. 27. Dr. j. 5. 
Backstrand, 388 State St., Salem, Ore., Secretary. 

Society. of Surgeons of New Jersey, Camden, Jan. 31. Dr. Walter B. 
Mount, 21 Plymouth St.,. Montclair, Secretary. ; 
Western Section, American Laryngological, Rhinological and Otological 
Society, Los Angeles, Jan. 26-27. Dr. Pierre Viole, 1930 Wilshire 

Blvd., Los Angeles, Chairman, 
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AMERICAN 
The Association library lends periodicals to members of the Association 
and to individual subscribers in continental United States and Canada 


for a period of three days. Three journals may be borrowed at a time. 
Periodicals are available from 1930 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied by 
stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Asso- 
ciation are not available for lending but may be supplied on purchase 
order. Reprints as a rule are the property of authors and can be 
htained for permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted below. 


American Journal of Diseases of Children, Chicago 
58: 931-1156 (Nov.) 1939 
*Control of Impetigo. R. G. Flood, San Francisco.—p. 931. 
Assimilation of Protein by Young Children with Nephrotic Syndrome: 
Il. Effect of Dietary Fat and Carbohydrate on Nitrogen Balance. 
L. E. Farr, New York.—p. 935. 


Id.: Ill. Effect of Nephrotic Crises on Assimilation of Nitrogen. L. E. 
Farr, New York.—p. 939. 
Rate of Appearance of Ossification Centers from Birth to Age of 5 


Years. L. W. Sontag, Dorothy Snell and Margaret Anderson, Yellow 
Springs, Ohio.—p. 949. 

Basal Metabolism of Tuberculous Children: IV. Children with Pneumo- 
thorax. Anne Topper and H. S. Rubin, New York.—p. 957. 

Factors Affecting Retention of Nitrogen and Calcium in Period of 
Growth: I. Effect of Thyroid on Nitrogen Retention. J. A. Johnston 
and J. W. Maroney, Detroit.—p. 965. 

Exanthema Subitum (Roseola Infantum).  L. 
Greenspan, New York.—p. 983. 

*Role of Advancing Maternal Age in Causing Achondroplasia. A. Bleyer, 
St. Louis.—p. 994. 

*Obesity in Childhood: II. Basal Metabolism and Serum Cholesterol of 
Obese Children. Hilde Bruch, New York.—p. 1001. 

Air Contamination and Air Sterilization. EE. C. Robertson, M. Eliza- 
beth Doyle, F. F. Tisdall, Toronto; L. R. Koller, Schenectady, N. Y., 
and F. S. Ward, Toronto.—p. 1023. 

‘Immunologic Properties of Scarlatina Convalescent Serum. 
Moore and W. Thalhimer, New York.—p. 1039. 

Role of Acid-Soluble Phosphorus Compounds in Red Blood Cells in 
Experimental Rickets, Renal Insufficiency, Pyloric Obstruction, Gastro- 
Enteritis, Ammonium Chloride Acidosis and Diabetic Acidosis. G. M. 
Guest and S. Rapoport, Cincinnati.—p. 1072. 


H. Barenberg and L. 


Elizabeth 


Control of Impetigo.— After using several technics for 
washing nursery nurses’ hands so as to control impetigo, Flood 
states that the following procedure proved effective and simple: 
When the nurse reports for duty she has a regular surgical 
scrub for five minutes before entering the nursery. This is 
the only soap and water wash that she uses while in the nur- 
sery. However, before and after handling any infant she sub- 
merges the hands up to the wrists in 5 per cent compound 
solution of iodine, counting to ten during the procedure. She 
then places her hands in a basin containing a saturated solu- 
tion of sodium thiosulfate. The hands are left in this basin 
until the brown of the iodine has entirely disappeared. This 
requires about five seconds. She then proceeds to service the 
infant with wet hands. The effectiveness of the iodine solu- 
tion was compared with that of soap and water and of water, 
soap and alcohol. It was found that simple washing of the 
hands with soap and hot water, although continued for two 
minutes, was ineffective. The surface film on the hands produced 
by the water, soft soap and alcohol was not as sterile as 
previously believed, and the underlying surface was moderately 
infectious after it had been. thoroughly scrubbed. The hands 
treated with compound solution of iodine had a minimum of 
infection both after soaking and after scrubbing. While the 
hands were not sterile, experience bears out that they were 
clean enough to prevent the spread of impetigo. Strict indi- 
vidual crib technic was not sufficient to check outbreaks. The 
advantages of the procedure are that it is practical, it is appar- 
ently effective, it is not detrimental to the nurses’ hands (in 
lact it keeps them soft) and it is inexpensive. The solution 
should be changed every eight hours. The disadvantage of 
the technic is that the iodine solution is highly volatile. The 
walls and ceilings become moderately discolored and any 
exposed metal, including stainless steel and chromium (except 
monel metal), becomes tarnished. Therefore all exposed sur- 
laces, except the individual crib and service tables, which were 
ot monel metal, were enameled. The terrazzo floors are cor- 
roded by the iodine solution, but this damage was minimized 
by keeping heavy linoleum, which is impervious to iodine, 
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under the basins. The technic has simplified nursery pro- 
cedure. It is no longer necessary to repaint cribs and nursery 
walls when a sporadic case of impetigo occurs, which, inci- 
dentally, the author believes to be of maternal origin. The 
infant is moved from the nursery, the crib and bedding are 
sterilized and the nursery procedure goes on as usual, except 
that for the next week the solutions are changed every six 
hours. 


Maternal Age and Achondroplasia.—In an attempt to 
determine the effect of maternal age as the cause of achondro- 
plasia, Bleyer found only forty-seven cases in a review of the 
literature in which the age was mentioned or could be obtained 
from the author; and in sending letters to heads of pediatric 
and occasionally orthopedic departments of many schools and 
hospitals in this country and Canada he obtained data on 256 
additional cases. The basis used for comparison of the mothers’ 
ages at the birth of the achondroplastic children was the total 
number of living births in the registration area of the United 
States in the four years 1919, 1924, 1929 and 1934, about 
7,500,000. The number of births and the respective percentages 
for each of the seven quinquenniums of maternal age from 15 
to 49 years and percentages among the births of achondro- 
plastic children were studied. It was found that young women 
from 15 to 19 years of age contribute 6.6 per cent of the 
achondroplastic children, The normal expectancy of births in 
this age period is 10.95 per cent. Subtracting 6.6 from 10.95 
leaves 4.35, which is 39.72 per cent of 10.95. This percentage 
represents the degree of protection against the birth of an 
achondroplastic child for women of this early age in this par- 
ticular group. This is the lowest point for the entire repro- 
ductive period. In the next quinquennium the incidence of 
achondroplastic children rose sharply to 19.8 per cent. The 
normal expectancy in this period of births is 29.14. The per- 
centage of protection against the birth of a defective child in 
this age group declines to 32.05 per cent. In the quinquenrium 
from 25 to 29 years, 28.38 per cent of these abnormal births 
occurred. Since the normal expectancy for this period, 26.51 
per cent, is below the percentage for births of achondroplastic 
children, the relatively safe period has come to an end; the 
figure for births of afflicted children is 7.05 per cent above 
the expectancy. Women from 30 to 34 years of age con- 
tributed 24.09 per cent of the achondroplastic births. The 
expectancy in the general population has now fallen to 18.2 
per cent. The trend toward achondroplasia has risen to a 
point 32.36 per cent above the expectancy. In the 35 to 39 
year period occurred 14.19 per cent of the births of achondro- 
plastic infants, which may be set against a norm of 11.28 per 
cent. Women from 40 to 44 years of age contributed 5.94 
per cent of the births of achondroplastic children, against a 
norm of 3.52 per cent, a rise to a point 68.75 per cent above 
the expected figure. The group of mothers from 45 to 49 
years of age contributed 0.99 per cent, as against a norm of 
0.36 per cent, the advantage in favor of birth of an achondro- 
plastic child being about 175 per cent.. As with mongolism, 
the play of maternal age in cases of achondroplasia appears 
to start at or soon after the beginning of the reproductive 
period and increases steadily to its end. Therefore it appears 
that the risk of bearing a child with either of these anomalies 
increases, if only by a little, with the passing of each men- 
struation. “Advancing” rather than “advanced” maternal age 
is the term to be preferred in designating this factor. Whether 
in these situations maternal age is in itself a cause of the 
defects or whether it is coincidental with another factor, as 
yet undetermined, is of course unknown. 


Basal Metabolism and Serum Cholesterol of Obese 
Children.—The correlations calculated from a study of the 
serum cholesterol determinations and metabolic rates of seventy- 
two obese children lead Bruch to the conclusion that basal 
metabolism rates as ordinarily carried out and as conventionally 
reported are an untrustworthy guide when the clinician is 
seeking to estimate the part played by the thyroid in the 
pathogenesis of obesity. Lack of relation between the serum 
cholesterol concentration and the basal metabolic rate com- 
puted from different standards is strong evidence against the 
assumption that hypothyroidism plays an important part, if any, 
in the pathogenesis of simple obesity. The failure of thyroid 
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medication and of its withdrawal to influence the cholesterol 
level is additional support for this conclusion. 


Immunologic Properties of Scarlatina Convalescent 
Serum.—Moore and Thalhimer state that the antitoxin in fifty- 
one convalescent scarlatina serums, determined by titration of 
the toxin-serum mixtures in the skin of rabbits, ranged from 
less than 1 unit (United States standard) to 10 units per cubic 
centimeter, and 39 per cent of the serums contained between 
2 and 4 units per cubic centimeter. The average value of 
antitoxin in the fifty-one samples was 3.3 units per cubic cen- 
timeter. A _ slight diminution in titer generally occurred in 
successive samples of serum obtained from one and one half 
to six months after onset of the disease. The bactericidal 
activity for one or more of the types of streptococci of seventy 
convalescent serums studied showed that forty-two (60 per 
cent) had a demonstrable effect on one or more of the types. 
Twenty-eight of the serums (40 per cent) failed to react with 
any of the strains tested. In order to obtain a polyvalent 
serum for the treatment of scarlet fever and streptococcic 
infections, it appears advisable to pool specimens of serum 
taken from a large number of patients recently recovered from 
scarlet fever. 


American Journal of Hygiene, Baltimore 
30: 63-96 Section A (Nov.) 1939. Partial Index 
83-158 Section B 81-124 Section C 73-122 Section D 
Section A 
"Decline of Tuberculosis Mortality in Specific Age Groups in the United 
States and Absence of This Decline in Young Women After the 
World War. G. Wolff, Baltimore.—p. 63. 
True Growth of the Negro Popul-tion in the United States. B. D. 
Karpinos, Washington, D. C.—p. 79. 
Age Selection of Mortality from, Tuberculosis in Successive Decades. 
W. H. Frost, Baltimore.—p. 91. 


Section B 
Leukocidal Toxin Extracted from Typhoid Bacilli. E. W. Dennis and 
H. Senekjian, Beirut, Lebanon, Syria.—p. 103. 
Immunizing Potency of Antirabies Vaccines: Critical Review. L. T. 
Webster, New York.—p. 113. 
Study of Hazard from Tubercle Bacilli in Environmental Air. R. P. 
Sim and F. B. Flinn, New York.—p. 135. 


Section C 
Attempts to Obtain Passive Immunity in Avian Malaria with Blood 
Serum and Spleen. R. Hegner and Marian Dobler, Baltimore.—p. 81. 


Section D 
Seasonal Incidence of Infestation of Snail Hosts with Larval Human 

Schistosomes. C. H. Barlow, Cairo, Egypt.—p. 73. 

Observations on Infection with Common Roundworm, Ascaris Lumbri- 

coides, in Egypt. J. A. Scott.—p. 83. 

Tuberculosis Mortality in Young Women After World 
War.—Wolff states that the examination of tuberculosis mor- 
tality in the United States by age and sex, the differential 
decline of the death rates at different ages and particularly 
the lack of decline in young women seems to suggest that 
there are some general connections between the population 
factor (population movement) and mortality from tuberculosis 
all over the world. The decline of the birth rate is as inter- 
national a phenomenon as that of mortality from tuberculosis. 
If there is a certain correlation between the fall in the birth 
rate and mortality from tuberculosis at all ages as shown for 
the period between 1906 to 1910 and 1926 to 1930 for fifteen 
different countries, the coefficient of correlation being as much 
as 0.52, then it seems to be still more probable that a closer 
relation exists between birth rate and tuberculosis of those 
persons and ages directly concerned in childbirth, i. e. young 
women. It is not yet possible to give a mathematical expres- 
sion of this correlation between fertility rates of women at 
ages 15 to 19, 20 to 24 and 25 to 29, and tuberculosis death 
rates at the same age group within a certain period of years, 
for want of sufficient data; but the author believes that a close 
connection seems obvious enough from his figures. If young 
women, especially those from 15 to through 29 years of age, 
always show a strikingly higher tuberculosis mortality than 
young men and women at higher ages, it is rather suggestive 
to suppose that the level of these specific death rates is in 
close connection with maternal activity. It seems to be a natural 
explanation that the much discussed phenomenon of a real 
increase of.tuberculosis mortality among young women (as in 
England and other European countries) or at least a slowing 
down in the decline (as in the United States) was caused first 
by a transitory rise of the birth rate immediately after the war, 
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and secondly by the relatively smaller decrease of first and 
second births as compared with later births. So it happens 
that the risk of young women has not diminished in the same 
degree as that of older ones. Of course, the general leve! of 
tuberculosis has decreased, especially in the last years of the 
study. The task to diminish further the great risk of young 
women from tuberculosis mortality during years of increased 
generative and maternal activity is a medical one, but not 
one to be solved by preventing pregnancies in young women 
but by alleviating the dangers connected with child bearing 
and by improving the external conditions during this time 
Finer statistics by age and sex and their medical interpretation 
may give information as to how to continue the further cam. 
paign against tuberculosis, especially in young women. [i vital 
Statistics are to be of practical value and not merely a |ist 
of figures, the biologic significance of the figures must be 
determined. 


American J. Obstetrics and Gynecology, St. Louis 
38: 743-926 (Nov.) 1939. Partial Index 

Relationship of Estrogens and Other Placental Hormones to Sodium 
and Potassium Balance at End of Pregnancy and in Puerperium, 
H. — Jr., R. C. Warner and Catherine A. Welsh, New York. 
—p. ; 

Estrogenic and Gonadotropic Hormones in Blood of Climacteric Women 
and — C. F. Fluhmann and K. M. Murphy, San Francisco, 
—p. \ 

Vascular Lesions in Decidua Basalis. J. L. McKelvey, Minneapolis. — 
p. 815. 

Chorionepithelioma: Clinical and Pathologic Study. K. M. Wilson, 
Rochester, N. Y.—p. 824. 

Arterial Phenomena Associated with Uterine Bleeding in Tubal Prey. 
nancy. H. O. Jones and J. I. Brewer, Chicago.—p. 839. 

Ovarian Hormones and Experimental Menstruation. G. W. Corner, 
Rochester, N. Y.—p. 862. 

Brenner Tumors of Ovary: Report of Fourteen New Cases. FE. Novak 
and H. W. Jones, Baltimore.—p. 872. 

Effect of Carcinoma of Cervix Uteri and Its Treatment on Urinary 
Tract. H. S. Everett, Baltimore.—p. 889. 

Management of Acute Puerperal Inversion of Uterus. S. A. Cosgrove, 
Jersey City, N. J.—p. 912. 


American Journal of Ophthalmology, St. Louis 
22: 1201-1320 (Nov.) 1939 
Role of Cervical Sympathetic Ganglions and Miiller’s Orbital Muscle 
in Experimental Exophthalmos. G. K. Smelser, New York.—p. 1201. 
Role of Brucella in Human and Animal Ocular Disease, with Special 
Reference to Periodic Ophthalmia in Horses. E. L. Burky, R. R. 
Thompson and Helen M. Zepp, Baltimore.—p. 1210. 
Experimental Production of Conjunctivitis with Staphylococci. J. H. 
Allen, Iowa City.—p. 1218. 
Study of Professions Testing Ocular Refraction. E. A. Thacker, New 
Orleans.—p. 1227. 
Dystrophia Adiposa Corneae. H. C. Knapp, East St. Louis, Ill.—p. 1239. 
*Effect of Sulfanilamide on Course of Trachoma. L. A. Julianelle, St. 
Louis; J. F. Lane, Albuquerque, N. M., and W. P. Whitted, Gallup, 
N. M.—p. 1244. j 
Larval Conjunctivitis: Report of Case Due to Estrus Ovis. H. R. 
Sniderman, Cincinnati.—p. 1253. " ape 
Streptococcic Pseudomembranous Conjunctivitis Treated with Sulfanil- 
amide. K. C. Swan and J. H. Allen, Iowa City.—p. 1255. eee 
Congenital Secondary Glaucoma: Report of Two Cases Syphilitic in 
Origin. A. V. Hallum, Atlanta, Ga.—p. 1262. ; 
Retinal Angiospasm: Case Report. Helen Holt, Chicago.—p. 1266. 
Sulfanilamide for Trachoma.—Julianelle and his co-workers 
used sulfanilamide for the treatment of seventy-seven patients 
with various stages of trachoma, that is, from minor to pre- 
dominant involvement of the cornea. The treatment recom- 
mended by Loe (reported in THe Journat Oct. 8, 1938, p. 
1371) was adopted. This consists of oral administration 0! 
sulfanilamide, one-third grain per pound of body weight for 
the first ten days of treatment, with a reduction to one-fourth 
grain for the following fourteen days. The daily total was 
divided into three doses. An equivalent amount of sodium 
bicarbonate was given in tablet form. In addition, it was 
found desirable to irrigate the eyes each morning with a saline 
boric acid solution, and in a few instances atropine was applied 
locally when indicated to mitigate the pain and discomfort of 
corneal ulcers. Irrespective of the type of trachoma (uncom- 
plicated, with secondary infection or exacerbative) treated the 
condition was rendered asymptomatic in roughly 20 per cent 
of the patients, improved in about 40 per cent and unchanged 
in about 40 per cent. It seems, therefore, that many of the 
trachomas are improved; but since the disorder still remains 
clinically active it appears that supplementary treatment, 4s 
suggested by Lian and Dik, is indicated. They say that sulf- 
anilamide therapy becomes an effective agent when supple- 
mented by chemical and mechanical measures. 





VoL 
Nvy 


Po 


int 
inf 
an 
are 
Si 
tio 


ee a ee ee ee ee ee ee) ee ee ae | 









iM. A 
1949 


and 


PDENs 
Same 
rel of 
f the 
oung 
eased 
t not 
Omen 
aring 
time, 
ation 
cam- 
Vital 
i list 


it be 


odium 
rium, 
York. 


‘omen 
CISCO, 


inary 


rove, 


uscle 
201. 
ecial 


New 
239. 


+ 
ol 
), 


uy 


anil- 









NoumBer 3 


Archives of Dermatology and Syphilology, Chicago 
40: 867-1100 (Dec.) 1939 
Poikilodermatomyositis. W. H. Guy, R. C. Grauer and F. M. Jacob, 


Pittsburgh.—p. 867. Q ; j 

Influence of Age on Ringworm Infection of Scalp: Experimental Study. 
L. B. Kingery, Portland, Ore., in collaboration with R. J. Williams 
and H. A. Kidd, Corvallis, Ore.—p. 879. 

Necrobiosis Without Diabetes. G. H. Belote and D. G. Welton, Ann 

“Arbor, Mich.—p. 887. 

*Permeability and Absorptivity of Skin. J. J. Eller and S. Wolff, New 
Tork.—p. 900. 

Pcyieraa’ (Rethyma) Gangraenosum. D. W. Montgomery, San Fran- 


_eoigteae 2 

Pi go of Periarteritis Nodosa. L. W. Ketron, in 

collaboration with J. C. Bernstein, Baltimore.—p. 929. 

Naevo-Epithelioma Adenoides (Cylindroma) of Scalp. S. J. , Zakon, 

Chicago.—p. 945. 

Smal! Nodular Noncaseating Tuberculoderm; Modes of Infection and 
“Localization: Report of Case. S. Crawford, Pittsburgh.—p. 950. 
Treatment of Fungous Infections with Ethyl Iodide Inhalations: Review. 

J]. H. Swartz, Boston.—p. 962. 

Generalized Herpes Zoster: Report of Nine Cases. L. P. Barker, New 
Fone rs Anomaly. S. W. Becker, Chicago, and M. J. 

Reuter, Milwaukee.—p. 987. 

Permeability and Absorptivity of the Skin.—Eller and 
Wolff believe that, because of the systemic and local effects 
of the cutaneous application of various medicaments, the per- 
meability and absorptivity of the skin are of particular impor- 
tance to the dermatologist. They review the literature on the 
problem and show that it has already been established that 
medicaments applied to the unbroken skin maybe absorbed 
into the blood stream, that the rate of absorption may be 
influenced by the vehicle as well as by the drug it contains 
and that volatile substances such as alcohol, ether and benzine 
are vehicles with a much higher rate of absorption than fats. 
Since no definite technic has been evolved for the determina- 
tion of fat penetration, the authors made a preliminary study 
of several methods in order to determine the best procedure 
to be adopted for subsequent experiments. Certain factors 
were uniform in all methods. Mature albino rabbits were used, 
the hair being removed from both control and treated areas 
with electric clippers. The materials were applied to the skin 
by daubing with a pad of saturated cotton, light finger massage 
or spraying. The more viscous products were applied in their 
normal state and also after being liquefied by gentle heating. 
A preliminary series of biopsy specimens were taken one, two, 
three, four, five, six, seven, eight, sixteen and twenty-four 
hours after application of the products, and normal specimens 
were always taken from each animal for comparison. Before 
the biopsy specimens were taken, the areas were swabbed with 
70 per cent alcohol and immediately patted dry with cotton. 
The procedure eliminated an excess of fat on the surface of 
the skin, thus permitting a more accurate reading of the slides. 
Sudan III and IV were used for the staining of the fat tissue. 
However, after preliminary studies sudan IV was adopted as 
the more clearly defined stain. The authors describe the 
various technics used for the determination of fat penetration 
and discuss and criticize each one. The authors tested the 
rate and depth of penetration of six different fats. From their 
experiments it appears that: 1. Fats permeate the skin and 
do so in a large measure along the hair shafts and into the 
oil gland ducts. 2. Liquid fats permeate the skin more rapidly 
than solid fats. 3. Animal fats show the greatest depth of 
penetration, with vegetable fats next and mineral fats least. 
4. Most of the fats show optimal penetration between four 
and six hours after application. After six hours the quantity 
of fat in the deeper tissues appears to diminish. 


Herpes Zoster.—Barker points out that herpes zoster is 
occasionally accompanied by a generalized vesicular eruption 
clinically similar to varicella. Some writers believe that herpes 
zoster and varicella may be caused by different strains of the 
same virus and that the generalized eruption indicates an infec- 
tion by both. Others feel that the syndrome is merely a for- 
tuitous concurrence of the two diseases. A third theory, which 
is based on clinical and experimental observations and seems 
more probable, is that the generalized eruption is an extension 
of the zoster itself. Apart from probable origin in the group 
of filtrable viruses, herpes zoster and varicella have so many 
clinical and pathologic differences that a common cause does 
not appear likely. The author reports nine cases of generalized 
herpes zoster. All the cases occurred in adults. The zoster 
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in one case could possibly be traced to medication and in 
another to trauma, and it occurred in a third along with 
Hodgkin’s disease. The zoster in the rest was idiopathic. In 
two cases the lesions were of the severe type. The general 
eruption developed from one to five days after the initial zoster 
and consisted of pinhead-size to split pea-size vesicles on an 
erythematous base, distributed over the trunk, arms and legs. 
Some of the lesions became umbilicated and many contained a 
turbid fluid. In no case was the general eruption profuse. 
The vesicles did not appear in crops, although in one case 
they spread downward along the trunk and thighs. They 
underwent involution in a week or ten days, without scarring. 
Two patients gave definite previous histories of chickenpox and 
there was no report of varicella in a contact. The similarity 
of the clinical pictures in the nine cases observed and the 
lack of any evidence of varicella, other than the structure of 
the cutaneous lesions, affords additional evidence that the syn- 
drome is a definite variant of herpes zoster. The author 
reaches the conclusion that local herpes zoster may be fol- 
lowed by a general eruption which is due to the same causa- 
tive agent. The causative agent may belong to the group of 
filtrable viruses and may be related to the agent of chicken- 
pox, although it is probably a separate entity. 


California and Western Medicine, San Francisco 
51: 289-354 (Nov.) 1939 

*Use of Vitamins in Treatment of Alcoholic Diseases. J. M. Askey, 
Los Angeles.—p. 294. 

Nucleus Pulposus Rupture and Its Relation to Injury: Neurosurgical 
Aspect. H. A. Brown, San Francisco.—p. 297. 

Uterine Cancer: Roentgen Ray Therapy. D. G. Morton, San Francisco. 
—p. 298. 

Convalescent Serum in Acute Anterior Poliomyelitis: Report of Study 
of 168 Patients, Sixty-Nine Treated and Ninety-Nine Untreated. 
) i Sone. R. W. Burlingame and R. C. Miller, San Francisco.— 
p. 303. 

Meningococcic Meningitis: Its Treatment. P. M. Hamilton, Alhambra; 
W. J. Mitchell, Los Angeles, and A. G. Bower, Hollywood.—p. 304. 
Surgical Importance of Papaverine Hydrochloride. D. C. Collins, Los 

Angeles.—p. 307. 

Occupational Dermatoses in Aircraft Industry. C. R. Lounsberry, San 
Diego.—p. 309. 

Sterility: Study of 500 Cases. E. Henriksen, Los Angeles.—p. 313. 

Equine Encephalomyelitis: Its Relationship to Man in California. B. 
Howitt, San Francisco.—p. 317. 

Acute Pancreatitis. N.C. Paine, Glendale.—p. 319. 

Staphylococcus Aureus Meningitis: Report of Case: Treatment with 
Sulfanilamide: Recovery. H. V. Findlay and M. Hammel, Santa 
Barbara.—p. 324. 


Vitamins for Alcoholic Diseases.—Vitamin deficiencies 
in chronic alcoholism may be brought about by an inadequate 
diet, insufficient vitamins, deranged gastrointestinal function 
(affecting both digestion and absorption) and a diminution in 
the volume of gastric secretion (a diminished acidity and an 
increased incidence of achlorhydria). Askey asserts that it is 
impossible to predict whether clinical manifestations of pellagra 
or those of polyneuritis will develop in a patient with chronic 
alcoholism. Diets deficient in thiamin are usually equally defi- 
cient in nicotinic acid and riboflavin. The symptoms of poly- 
neuritis or of pellagra may predominate clinically, but multiple 
deficiencies are the rule. The variability of the deficiency syn- 
dromes produced is difficult to explain. Constitutional resistance 
of certain individuals is suggested by work on experimental 
animals. Individuals undoubtedly differ in their capacity to 
utilize and store a particular vitamin. The necessity of using 
all of the components of the vitamin B complex in therapy is 
emphasized. While moderate or even large quantities of the 
indicated crystalline substances are used, it is best to supple- 
ment such therapy with liver, eggs, fresh fruit and vegetables, 
brewers’ yeast or extracts of rice bran. 


Connecticut State Medical Society Journal, Hartford 
3: 591-646 (Nov.) 1939 

Modes of Transmission in Poliomyelitis. J. D. Trask, New Haven.— 
p. 595. 

Hereditary Chorea: St. Anthony’s Dance and Witchcraft in Colonial 
Connecticut. P. R. Vessie, Greenwich.—p. 596. 

Anorectal Tuberculosis. A. W. M. Marino, A. M. Buda and I. Skir, © 
Brooklyn.—p. 601. 

Provocative Diathermy in Conjunction with Sedimentation Rate: More 
Accurate Guide in Determining Best Time to Operate in Elective 
Pelvic Surgery. M. S. Popkin, Eridgeport.—p. 609. 

Diagnosis of Bronchiogenic Carcinoma. G. E. Lindskog, New Haven.— 
. 611. 

inaeathens of Colon. T. J. Sullivan, New Haven.—p. 613. 

Outbreak of Gastro-Enteritis in Middletown in 1938. L. W. Minor, 
Middletown.—p. 615. 
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Georgia Medical Association Journal, Atlanta 
28: 429-470 (Nov.) 1939 
Chronic Appendicitis: Difficulties and Mistakes in Diagnosis. A. J. 
Mooney Sr., Statesboro.—p. 429. 
Carotid-Jugular Arteriovenous Aneurysm. J. K. Quattlebaum, Savannah. 
—p. 433. 
Allergic Enterocolitis with Rectal Prolapse. M. A. Ehrlich, Bainbridge. 


—p. 438. 

Trends in the March of Medicine. E. D. Shanks, Atlanta.—p. 441. 

Importance of Differential Diagnosis in Heart Disease: Report of 
Cases. L. M. Blackford, Atlanta.—p. 444. 

Calculus in Diverticulum of Female Urethra: Report of Case. F. D. 
Edwards, Columbus, and L. E. Deddens, Atlanta.—p. 449. 

Carcinoma of Thyroid Gland. T. C. Davison and F. F. Rudder, 
Atlanta.—p. 451. 

Bromide Rash Resembling Syphilis in Patient with Positive Wassermann 
Reaction. R. Brandt and L. Geeslin, Augusta.—p. 457. 


Journal-Lancet, Minneapolis 
59: 471-520 (Nov.) 1939 


The Fiftieth Anniversary of the Medical School of the University of 
Minnesota. M. B. Visscher, Minneapolis.—p. 471. 

Genesis of Appendicitis in Light of Functional Behavior of Vermiform 
Appendix. O. H. Wangensteen, Minneapolis.—p. 491. 

Report of American Student Health Association Committee on Hygiene 
of Physical Education Activities. T. A. Storey, Palo Alto, Calif.— 
p. 507. 

Report of American Student Health Association Committee on Informa- 
tional Hygiene. T. B. Kirkpatrick, New York.—p. 509. 


Journal of Nutrition, Philadelphia 
18: 319-434 (Oct.) 1939. Partial Index 

Effect of Several Calcium Salts on Utilization of Lactose. Helen S. 
Mitchell, Gladys M. Cook and Katherine L. O’Brien, Amherst, Mass. 
—p. 319. 

Factors Influencing Storage of Protein with Low Calory Diets. M. E. 
Lovell and I. M. Rabinowitch, Montreal.—p. 339. 

Indian and Eskimo Metabolisms. G. W. Crile and D. P. Quiring, Cleve- 
land.—p. 361. 

Study of Metabolism of Maya Quiché Indian. G. W. Crile and D. P. 
Quiring, Cleveland.—p. 369. 

Relation of Vitamin C Deficiency to Nutritional Anemia. H.C. S. Aron, 
Chicago.—p. 375. i 
18: 435-536 (Nov.) 1939. Partial Index 

Synthesis of Fat from Protein by Albino Rat. R. Hoagland and G. G. 
Snider, Beltsville, Md.—p. 435. 

Influence of Carcinogenic Compound on Hepatic Storage of Vitamins. A. 
Goerner and M. Margaret Goerner, Brooklyn.—p. 441. 

*Minimum Vitamin A Requirements of Normal Adults: II. Utilization of 
Carotene as Affected by Certain Dietary Factors and Variations in 
Light Exposure. Lela Booher and Elizabeth Crofts Callison, 
Washington, D. C.—p. 459. 

Comparison of Cereal and Non-Cereal Diets in Production of Rickets. 
J. H. Jones, Philadelphia.—p. 507. 

*Distribution of Riboflavin in Meat and Meat Products. O. Mickelsen, 
H. A. Waisman and C. A. Elvehjem, Madison, Wis.—p. 517. 
Utilization of Carotene by Adults.—According to Booher 

and Callison the vitamin A assay values of cooked peas and 

cooked spinach, as determined by the rat growth method using 

U. S. P. reference cod liver oil as the vitamin A standard, 

were found to be in excellent agreement with the carotene 

analysis of spinach as determined by chromatographic analysis. 

A daily intake of approximately 47 and 57 units of the vitamin 

respectively per kilogram of body weight was necessary for 

the maintenance of normal dark adaptation in two normal 
adults when the vitamin A value of the diet was derived almost 
entirely from the carotene in cooked green peas. A daily 

intake of approximately 77, 87 and 101 units of vitamin A 

respectively per kilogram of body weight was required for 

the same response in three adults when the vitamin A value 
of the diet was derived almost entirely from the carotene in 
cooked spinach. For maintenance of normal dark adaptation 
in adults the utilization of the vitamin A values in cooked 
peas and cooked spinach is intermediate between those for cod 
liver oil and for commercial crystalline carotene dissolved in 
cottonseed oil. A daily intake of thiamin in excess of 400 to 
600 international units does not appear to improve the utiliza- 
tion of carotene by adults or to diminish their minimal physio- 
logic requirement for vitamin A. A daily intake of riboflavin 
in excess of from 1,800 to 2,400 micrograms was not accom- 
panied by increased utilization of carotene or by diminution 
of the minimal physiologic requirement for vitamin A in adults. 

Dietary fat in an ordinary mixed diet in excess of that which 

provides from 30 to 35 per cent of the total caloric intake 

showed no beneficial effects on the utilization of carotene by 
normal adults. A marked increase or a marked decrease in 
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exposure of the eyes of normal adults to ordinary light sources 
is probably not accompanied by significantly altered require. 
ments for vitamin A. 

Riboflavin in Meat.—By the use of a microbiologic method 
Mickelsen and his associates estimated the riboflavin content 
of meats and meat products. Liver and kidney of pork, beef, 
lamb and veal are uniformly higher in their riboflavin content 
than other organs of these animals. The muscular tissues show 
a lower riboflavin content than the glandular tissues. There 
appeared to be no loss of riboflavin by the ordinary household 
method of stewing. However, the samples that were roasted 
or fried showed appreciable losses. 


Journal of Urology, Baltimore 
42: 651-916 (Nov.) 1939. Partial Index 

Chemical Carcinogenic Agents. G. T. Caldwell, Dallas, Texas.—p. 651, 

Differential Diagnosis of Wilms’ Tumor Assisted by Intramuscular 

: Urography. P. S. Adams and H. B. Hunt, Omaha.—p. 689. 

Subcutaneous Administration of Diodrast for Pyelograms in Infants, 
R. M. Nesbit and D. B. Douglas, Ann Arbor, Mich.—p. 709. 

Hypernephromas That Are Too Early to Diagnose. L. R. Wharton, 
Baltimore.—p. 713. 

Fallacy of Depending on X-Rays in Diagnosis of Certain Important 
Urologic Conditions. G. L. Hunner, Baltimore.—p. 720. 

Sudden Death Following Intravenous Administration of Diodrast for 
Intravenous Urography. J. J. Crane, Los Angeles.—p. 745. 

Tumors of Bladder: Review of 101 Cases. C. H. de T. Shivers and 
K. P. Henderson, Atlantic City, N. J.—p. 761. 

Statistical Study of Present Day Methods Used in Treatment of Tumors 
of Bladder. L. M. Orr, R. B. Carson and W. F. Novak, Orlando, 
Fla.—p. 778. 

Surgical Treatment of Large Vesical Diverticula: Presentation of New 
Technic. R. W. Barnes, Los Angeles.—p. 794. 

Tuberculous Epididymitis. J. K. Ormond and K. L. Meyers, Detroit.— 
p. 829. 

*Treatment of Sulfanilamide-Resistant Gonorrhea with Sodium Sulfanily! 

Sulfanilamide. E. P. Alyea and W. E. Daniel, Durham, N. C.— 

p. 864. 

Analysis of Therapy in Male Gonorrhea. R. Deakin, M. Wortman, 
A. Gronau and W. Melick, St. Louis.—p. 874. 

Hernia and Lower Urologic Tract Infection. J. A. Seaman, Springfield, 
Mass.—p. 887. 

Treatment of Small Caliber Strictures of Anterior Urethra by Electro- 
Urethrotomy. L. W. Riba, Chicago.—p. 906. 

Sulfanilyl Sulfanilamide for Sulfanilamide Resistant 
Gonorrhea.—Since 1937.Alyea and Daniel have treated forty 
cases of sulfanilamide gonorrhea with sulfanilyl sulfanilamide. 
All the patients had previously received adequate treatment 
with sulfanilamide either in their clinic or elsewhere. Approxi- 
mately the first half of their patients were treated with sulf- 
anilyl sulfanilamide and the remainder with its sodium salt. 
Approximately 3 Gm. of the drug was given daily for a period 
of from ten to fourteen days. In several of the last cases 
this method of administration was changed in various ways, 
as the authors believe this dose is too large. When the dose 
was decreased to 1.8 Gm. a day for ten days, the results were 
equally good. In the last few cases 1.5 Gm. was given daily 
for five days and after a rest period of five days the course 
was repeated with 2 Gm. daily. It is believed that the rest 
period allows time for the immune reaction to develop and for 
the body defenses to mobilize. If no signs of infection are 
present, further medication is unnecessary. However, if infec- 
tion is still present after a second rest of five days a third 
course of 3 Gm. of the drug daily may be administered. If 
there is no change after a few days, the infection is probably 
not going to respond to this particular drug and _ therefore 
after a rest period a different drug should be used. A patient 
was considered well only when there were no urethral dis- 
charge, no symptoms, no pus or bacteria in the centrifuged 
urine of the first glass and less than ten leukocytes per high 
power field in the prostatic secretion. The patients considered 
improved had no urethral discharge and no gonococci in the 
urethra or in the first urine. The unimproved group have 
gonococci either in the urethra, prostatic secretion or the cen- 
trifuged urine. As these requirements are rather rigid, some 
of the improved patients might be considered well. With such 
criteria twenty-two patients were well, five were improved and 
thirteen were unimproved. It is stated that any drug that 
cures 55 per cent of sulfanilamide resistant gonorrhea is an 
important addition to the present methods of treatment. Com- 
plications did not develop in any of the patients while they were 
being treated with sulfanilyl sulfanilamide. 
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Medical Annals of District of Columbia, Washington 
8: 317-344 (Nov.) 1939 
History of Blood Transfusion. C. S. White and J. J. Weinstein, Wash- 


ington.—Pp.- 317. 
Rocky Mountain Spotted Fever (Tick Fever): Report of Four Cases. 
W. W. Bennett and V. J. Dardinski, Washington.—p. 321. 
Electrocoagulation in Otolaryngology. P. S. Constantinople, Washington. 


p- 326. 


Military Surgeon, Washington, D. C. 
$5: 365-460 (Nov.) 1939. Partial Index 

Syphilitic Survey. D. P. Card.—p. 365. 

*Oral Foci of Infection as Related to Diseases of Kidney. C. P. Canby. 
our ot a Epidemic at Camp Buchanan, Puerto Rico: Epidemi- 
~ologic and Clinical Study. R. Rodriguez-Molina, A. T. Cooper and 

A. G. Oliver.—p. 386. 

Peripheral Neuritis in Diabetes Mellitus. L. C. Czosnyka.—p. 393. 
Technic of Injecting Varicose Veins. L. C. Culligan.—p. 397. 

Oral Manifestations of Tuberculosis. K. P. Fulton.—p. 399. 

Frequent Complications of Common Fractures. H. B. Macey.—p. 405. 
Notes on Field Training of Medical Department Units of the National 

Guard. H. P. Carter.—p. 411. 

Treatment of Minor Wounds and Infections. F. H. Van Wagoner.— 

p. 427. 

Oral Infections and Renal Diseases.—Canby points out 
that the exact etiologic importance of chronic dental foci as 
definitely related to renal lesions or infections is difficult to 
evaluate. Many times the teeth and their supporting struc- 
tures are not the only or chief source of focal infection. The 
organisms of oral sepsis are usually of low virulence, produc- 
ing such slow insidious systemic effects, either by their long 
continued bacterial invasion or by toxic products, that patho- 
logic changes may become severe before they are noticed clini- 
cally. In such cases the removal of dental infection does not 
always result in improvement. For this reason oral foci are 
too frequently not considered or they are relegated to minor 
importance. When exacting bacteriologic procedures are fol- 
lowed, streptococci and staphylococci are frequently recovered 
from urinary infections. These organisms are similar in mor- 
phologic, cultural and biochemical characteristics to those found 
in dental infection, indicating that they may be the chief pri- 
mary invaders of the kidney, the other organisms present, such 
as the colon bacilli, being secondary to the infectious process. 
Proof of their pathogenic qualities is the reproduction in ani- 
mals, by numerous investigators, of kidney lesions similar to 
those from which the patient is suffering, by the injection of 
organisms recovered from oral focal areas of infection in these 
patients. Clinical confirmation is indicated by the marked 
improvement in many cases that follows the elimination of 
dental infection. Normally the mucous membrane of the mouth 
and the teeth are highly protective against the invasion of 
micro-organisms into the underlying tissues. When this natural 
barrier to infection is lost owing to chronic areas of infection, 
their importance as possible focal areas must receive careful 
consideration. 


Nebraska State Medical Journal, Lincoln 
24: 401-440 (Nov.) 1939 
Principles of Diagnosis and Treatment of Disease in the Elderly. 
O. H. P. Pepper, Philadelphia.—p. 401. 
The Male Sex Hormone and the Prostate. A. D. Munger, Lincoln.— 
p. 407. 
Deep Abscesses of Head and Neck. M. Grodinsky, Omaha.—p. 410. 
What Can We Do About Mental Illness? G. L. Sandritter, Norfolk.— 
p. 414, 
Treatment of Prolapse of Rectum. W. F. Bowers, Omaha.—p. 419. 
Treatment of Late Syphilis. O. J. Cameron, Omaha.—p. 424. 
Mortality and Morbidity of Breech Presentation. E. M. Hansen, Lincoln. 
—p. 426. 


New England Journal of Medicine, Boston 
221: 761-800 (Nov. 16) 1939 


War Against Syphilis. E. L. Oliver, Boston.—p. 761. 

Lues Latens. P. A. O’Leary, Rochester, Minn.—p. 764. 

Indications and Contraindications of Roentgen Ray Therapy in Derma- 

P _tology. C. G. Lane, Boston.—p. 769. 

Uterine Prolapse: Principle of Vaginal Approach: Preliminary Report 
of 465 Interposition Operations. J. Fallon, Worcester, Mass.—p. 773. 

Cancer. G. W. Taylor, Boston.—p. 779. 


_ Uterine Prolapse.—According to Fallon, uterine prolapse 
is often underestimated: its urinary complications make it 
physiologically the analogue of prostatism. The common opera- 
tions for prolapse fall into two major groups: the abdomino- 
vaginal, which combine vaginal plastic repair with some form 


CURRENT MEDICAL LITERATURE 285 


of uterine suspension or fixation, and the all vaginal. The three 
principal vaginal operations are vaginal hysterectomy, para- 
metrial fixation (Fothergill or Manchester) and interposition. 
The essential lesion in uterine prolapse is a fault in the upper 
holding apparatus, which the principal all vaginal operations do, 
and abdominal suspension does not, attack. Studies on the final 
results support this and other arguments for vaginal approach. 
The incidence of unsatisfactory results in the series of abdomino- 
vaginal operations which are quoted was 20, 30 and 34 per cent. 
In several hundred cases of vaginal operation (interposition) 
the incidence of unsatisfactory results was only 10 per cent. 
This paper is intended to show that prolapse, or at least post- 
menopausal prolapse, should be handled by some vaginal opera- 
tion. The author’s father turned to the vaginal approach in 
1910 and performed 371 interpositions. The author himself 
employed interposition in ninety-four cases. These 465 inter- 
positions were done with a mortality rate which was the same 
as that of 8,000 collected interposition operations: 2.2 per cent, 
seemingly high for a vaginal operation. An interposing instru- 
ment is advocated so as to avoid the trauma of tenacula to the 
uterine wall. Interposition is dangerous and unsatisfactory when 
the uterus is large and metritic, but such a uterus can be pre- 
pared for interposition by irradiation. Interposition does not 
satisfactorily support the cervical stump; however, the Man- 
chester operation, combined with interposition, does. Ovarian 
internal secretion, not merely the possibility of pregnancy, contra- 
indicates interposition. The operation should not be-done before 
the natural, or exceptionally an irradiational, menopause. 


Oklahoma State Medical Assn. Journal, McAlester 
32: 399-432 (Nov.) 1939 

Toxic States Seen in Urology. B. A. Hayes, Oklahoma City.—p. 399. 

Gallbladder Surgery. F. A. Hudson, Enid.—p. 405. 

Repeated Convulsions in Children: Relation of Demonstrable Organic 
Pathology in Twent?-Two Consecutive Cases. J. D. Herrmann, Okla- 
homa City.—p. 412. 

Second Year of Survey of Type Incidence of Pneumococcic Infections 
in Oklahoma. H. D. Moor and -Ida Lucille Brown, Oklahoma City.— 
p. 414. 

Asphyxia of Newborn. W. M. Taylor, Oklahoma City.—p. 417. 


Psychoanalytic Quarterly, Albany, N. Y. 
8: 409-570 (Oct.) 1939 


Transference Problems in Schizophrenics. Frieda Fromm-Reichmann, 
Rockville, Md.—p. 412. 

Developments in Psychoanalytic Conception and Treatment of Neuroses. 
S. Rado, New York.—p. 427. 

Problems of Psychoanalytic Technic. O. Fenichel, Los Angeles.—p. 438. 

Permanent Relief of an Obsessional Phobia by Means of Communications 
with Unsuspected Dual Personality. M. H. Erickson, Eloise, Mich., 
and L. S. Kubie, New York.—p. 471. 

Social and Cultural Implications of Incest Among Mohave Indians. 
G. Devereux, Worcester, Mass.—p. 510. 


Quarterly Bulletin of Sea View Hospital, New York 
5: 1-126 (Oct.) 1939 
*Pleural Effusions in Association with Osseous Tuberculosis. W. Cohen 

and H. K. Taylor, New York.—p. 3. 

Limitations in Use of Preserved Blood for Transfusions: Preliminary 

Report. G. Schaefer and A. S. Wiener, New York.—p. 17. 
Adrenocortical Insufficiency in Amyloid Disease: Preliminary Report. 

E. A. Ornstein, New York.—p. 21. 

Mechanism of Action of Sulfapyridine: Production of Soluble Substance. 

F. Meyer, I. Rosefield and A. Taran, New York.—p. 27. 

Physiologic Studies: II. Effect of Pneumothorax Pleuritis and Effusions 
on Behavior of Pneumothorax Gases. D. Matsuzawa, New York.— 

p. 40. 

Pleural Effusions and Osseous Tuberculosis.—In a study 
of 200 cases of osseous tuberculosis, Cohen and Taylor found 
that pleural effusions developed in twenty-seven. There were 
pulmonary lesions in seventeen of these; five were caseous 
pneumonic and twelve were benign, i. e. resolving exudative or 
productive type lesions. Miliary tuberculosis developed in four 
cases. Single osseous lesions were present in nineteen instances. 
The spine was involved in 109 cases. Fifteen of these were 
associated with pleural effusions. In fourteen cases the pleural 
effusion antedated the x-ray evidences of an osseous lesion. The 
interval varied from one month to forty-seven years. In thirteen 
cases the pleural effusion followed the x-ray evidences of an 
osseous lesion. The authors state that the following possibilities 
should be considered in pleural effusions: (1) hematogenous 
dissemination (in the primary or immediate postprimary phase 
and secondary to an isolated tuberculosis of an organ), (2) con- 
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tiguous spread (from the lung, thoracic cage or the mediastinum) 
and (3) lymphatic spread (from the periphery of the lung or 
from the thoracic cage or abdomen). It is the authors’ impres- 
sion that a pleural effusion can and does arise as a contiguous 
infection. The nonvisualization of a tuberculous lesion in the 
spine does not preclude its presence. The mechanism in the 
development of a pleural effusion with a remote osseous lesion 
is highly speculative. 


Texas State Journal of Medicine, Fort Worth 
35: 451-520 (Nov.) 1939 


Late Nonsuppurative Disorders of Hemolytic Streptococcic Diseases. 
C. S. Keefer, Boston.—p. 457. 

Pheochromocytoma: Case Report with Autopsy Findings. B. F. 
Stevens and W. W. Waite, El Paso.—p. 469. 

Importance of Abdominal Pain in Association with Throat Infections in 
Children. F. A. Garbade, Galveston.—p. 471. 

Diagnosis and Treatment of Medulloblastomas of the Brain. A. 
D’Errico, Dallas.—p. 475. 

Traumatic Rupture of Spleen: Report of Nine Cases with Special 
Reference to Complete Detachment of Spleen from Its Pedicle and to 
Delayed Splenic Rupture. T. G. Blocker Jr., Galveston.—p. 478. 

Intracerebral Aneurysms. P. M. Levin, Dallas.—p. 483. 

Pulsating Exophthalmos. Norma B. Elles, Houston.—p. 487. 

Tuberculosis in Pregnancy. C. T. Collins, Waco.—p. 491. 

Health Maintenance in Industry. C. M. Aves, Houston.—p. 494. 


Western J. Surg., Obst. & Gynecology, Portland, Ore. 
47: 611-660 (Nov.) 1939 
Aseptic End to End Intestinal Anastomosis: Report of 197 Experimental 

Anastomoses on Dogs. K. H. Martzloff, P. H. Moore and J. Gardner, 

Portland, Ore.—p. 611. 

Hemorrhage from Subserous Varix of Uterus During First Stage of 

Labor. E. Léhnberg, San Francisco.—p. 626. 

De Quervain’s Disease: Frequently Missed Diagnosis. A. W. Diack 

and J. P. Trommald, Portland, Ore.—p. 629. 

Foreign Body in Thyroid Gland. G. F. Norman, San Francisco.—p. 634. 
*Painful Heels. L. Cozen, Los Angeles.—p. 636. 
Effects of Extracts of Normal and Abnormal Thyroids on Rabbit Heart 

and Liver. J. B. Wolffe, Philadelphia.—p. 638. 

Painful Heels.—Cozen has employed a method of treating 
painful heels based on the assumption that the pain is a result 
of either a bursitis or a localized collection of painful fat irre- 
spective of the presence of exostoses. The heel is infiltrated 
with 5 or 10 cc. of a 0.5 or 1 per cent solution of procaine 
hydrochloride. The distention of the plantar fat with the fluid 
may in itself give some relief. A large, long transfusion needle 
is now inserted from the mesial or lateral aspect of the os calcis. 
An attempt is made to obliterate any painful bursae or painful 
fatty nodules that may be present by repeatedly cutting through 
these areas with the point of the large needle. This needling 
procedure should be performed on all areas of the heel that 
previously have been determined to be painful. A simple col- 
lodion dressing is applied and the patient is allowed to walk 
immediately. The author used this method in six cases. In 
three, relief was present for a period of at least two months. 
In one bilateral case no relief was experienced. Two patients 
obtained relief for a period of only two weeks. 


Wisconsin Medical Journal, Madison 
38: 933-1020 (Nov.) 1939 
Bei © Needed Now . . .?” A. T. Vanderbilt, Newark, N. J.— 
What Price Depression? R. Sleyster, Wauwatosa.—p. 955. 
Management of Gallbladder Disease. H. E. Mock, Chicago.—p. 961. 
*Clinical Experiences with Dilantin in Epilepsies. E. R. Hodgson and 

H. H. Reese, Madison.—p. 968. 

Management of Progressive Myopia, Keratoconus and Keratoglobus. 

J. Y. Malone, Milwaukee.—p. 972. 

Dilantin for Epilepsies.—Hodgson and Reese used dilantin 
for the treatment of eighty-eight patients with epileptic seizures. 
After from two to ten months of treatment twenty-three patients 
had none or very few seizures, thirty-five had a definite decrease 
in the frequency of their seizures and thirty experienced slight 
or no improvement. Most of the patients suffered grand mal 
attacks, some from both petit and grand mal attacks. There 
seems to be no correlation between the previous medication and 
the improvement resulting from dilantin. The absence of a 
sedative effect from this drug makes its use desirable for per- 
sons of normal intelligence who are made somnolent by other 
drugs. Toxic reactions may accompany its use and therefore 
it should be given only to individuals who can be under some 
medical supervision, at least at the start of the treatment. 
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FOREIGN 


An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted 


British Journal of Surgery, Bristol 
27: 209-432 (Oct.) 1939 
Investigation into Effects of Radium on Carcinoma of Breast. eS 
Ross.—p. 211. iia 
Distribution and Treatment of Extra-Articular Foci in Tul 

Arthritis of Hip Joint. J. A. Cholmeley.—p. 224. eoeeeanas 
*Causes of Relapse Following Sympathectomy of Arm. H. T. Simmons 

and D. Sheehan.—p. 234. 

Actinomycotic and Mycotic Lesions, with Special Reference to “Madura 

Foot.” B. P. Tribedi and B. N. Mukherjee.—p. 256. 

Silent Hypernephromas. M. J. Smyth.—p. 266. 
Raised Intracranial Pressure: Hydrocephalic and Vascular Factors 

H. Cairns.—p. 275. ¥ 

Congenital Diverticulum of Common Bile Duct. J. Walton.—p. 295, 
Chronic Ulceration of Greater Curvature of Stomach: Case Report, 

R. Shackman and F. H. Kemp.—p. 316. 

Benign deerme Tumors of Skull and Facial Bones. K. C. Eden, 

—p. 323. 

“Pathology, Diagnosis and Treatment of Hashimoto’s Disease (Struma 

Lymphomatosa). C. A. Joll.—p. 351. 

Fractures of Lower Leg: Method of Reduction and Immobilization. 

D. L. Stevenson.—p. 390. 

Studies in Pneumonectomy and Development of Two-Stage Operation 

for Removal of Whole Lung. F. R. Edwards.—p. 392. 

Causes of Relapse After Sympathectomy.—lIn reviewing 
the results of thirty-eight ganglionectomies and of twenty-nine 
preganglionic sections of the thoracic cord performed since 1931, 
Simmons and Sheehan find that both types of operation are 
liable to be followed by relapse and that when it occurs it 
appears at an earlier date after preganglionic section than after 
ganglionectomy. When cases of incomplete denervation are 
excluded, the relapses fall into two groups: those in which symp- 
toms recur within a few days of operation (or would be evident 
at this time if tested objectively by immersion in water at 59 to 
64.4 F.) and those in which relapse does not appear for several 
months and which the authors designate late relapse. The first 
group of early relapses are due to a local fault in the digital 
vessels which is sufficiently severe to nullify the effectiveness 
of the vasodilatation obtained by the sympathetic denervation. 
The second group of late relapses cannot be accounted for by 
the hypersensitivity of the denervated blood vessels to circulat- 
ing epinephrine. This hypersensitivity diminishes with time and 
is less evident or may be completely absent when clinical relapse 
becomes apparent. In all of the authors’ arm cases relapse has 
been accompanied by a regeneration of vasoconstrictor fibers. 
The reappearance of these nerves has been first observed when, 
or shortly before, clinical relapse has become apparent. In 
certain cases it has been possible to predict with success a clini- 
cal relapse by the discovery of regenerating vasoconstrictor fibers 
in the ulnar nerve. The symptoms of relapse when manifest 
become steadily worse and at the same time there is a gradual 
increase in the degree of vasodilatation obtained by anesthetiza- 
tion of the ulnar nerve. It seems highly probable, therefore, 
that regeneration of vasoconstrictor nerve fibers is the cause of 
late relapse after sympathectomy. A progressive local fault in 
the digital vessel may produce a late type of relapse. 


Hashimoto’s Disease.—Joll analyzes eighty-one unreported 
cases of Hashimoto’s disease in order to establish its specific 
features as compared with Riedel’s disease and with certain 
other nonsuppurative lesions of the thyroid. The pathologic 
features which characterize the disease are a diffuse lymphocytic 
infiltration associated with germinal lymph follicles, a widespread 
though peculiar destruction of the thyroid parenchyma followed 
by fibrosis of a particular distribution. Somewhat similar 
changes of a focal type in thyrotoxic and other goiters are not 
accompanied by the clinical features of lymphomatous struma. 
Clinically lymphomatous struma is associated with a tendency 
to progressive destruction of the function of the thyroid leading 
to myxedema. The goiter itself affects all parts of the gland 
proportionally, and while it is firm and resilient it never becomes 
iron hard or woody in consistency. There is never any diffuse 
extrathyroid involvement of the cervical tissues. Pressure effects 
tend to be slight or moderate in degree, in contrast to the grave 
pressure effects of Riedel’s disease. Differentiation from malig- 
nant disease, Riedel’s struma and other forms of thyroiditis 1s 
frequently possible. Surgical treatment is seldom imperative 
and should be avoided until the effects of roentgen therapy have 
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heen determined. If operation is required, bilateral partial resec- 
tion of the gland without ligation of the main arterial trunks is 
probably best. The operative risks are extremely small, the 
technical difficulties are trivial and postoperative complications 
are rare, in contrast to the high mortality and morbidity asso- 
ciated with operations for Riedel’s disease. Recurrences are rare 
in lymphomatous struma, though postoperative myxedema must 
be anticipated and prevented by appropriate thyroid medication. 
Recurrences after operations for Riedel’s disease are compara- 
tively common, though postoperative myxedema is exceptional. 


British Medical Journal, London 
2: 983-1028 (Nov. 18) 1939 


Treatment of Open Fractures. W. Gissane.—p. 983. 

Intra-Uterine Development of Respiratory Effect. J. Barcroft.—p. 986. 
Treatment of Angina of Effort. G. Bourne.—p. 988. 

Inguinal Hernia: New Operative Reinforcement. A. Simpson-Smith.— 


p. 990. 2 ; 
Conservation of Cervix Uteri in Operations for Prolapse: New Operative 
Procedure. J. W. A. Hunter.—p. 991. 


Lancet, London 
2: 1013-1058 (Nov. 11) 1939 


*Tonsillectomy and Nephritis of Childhood. R. S. Illingworth.—p. 1013. 
Dissecting Aneurysm of Aorta. T. East.—p. 1017. 
Huge Dissecting Aneurysm. E. Gardner, A. J. Galbraith and S. W. 


Hardwick.—p. 1019. 
*Cod Liver Oil Dressings: Their Mode of Action. M. Lichtenstein.— 


) ? 
ina Radiography, with Two Tubes, Two Cameras and Only One 

Generator. B. A, Dormer and M. Gibson.—p. 1026. 

Tonsillectomy and Nephritis of Childhood.—Illingworth 
reports a study of 365 cases of nephritis, 301 of which were in 
the acute stage of the disease. Summarizing his observations 
the author says that of 301 patients admitted to the Hospital 
for Sick Children in the last eleven years for acute nephritis 
20.2 per cent had had tonsillectomy some months or years 
previously. This figure does not include patients found on admis- 
sion to have tonsil remnants. It is calculated from the figures 
showing the incidence of tonsillectomy among London children 
that only 9 per cent of the children admitted for the disease 
might be expected to have had the operation. It is reasonable 
to suggest, therefore, that tonsillectomy, so far from preventing 
nephritis, has more than doubled the chances of the development 
of the disease. It is a suggestion which requires confirmation 
from other sources. In fifteen (5 per cent) of the cases admitted 
for acute nephritis in the last eleven years, tonsillectomy is con- 
sidered to have been the probable cause of the disease. The 
nephritis was not mild. All of the four cases seen later still 
showed evidence of active disease from four to eleven years 
after the onset. Tonsillectomy was performed in 119 cases in 
the acute phase of the disease. No beneficial effect on the urinary 
condition was noted. Of these patients 84 per cent were dis- 
charged with abnormal urine after an average stay in the hos- 
pital of thirty-six days between the operation and discharge ; 
and 86 per cent of the patients not operated on were discharged 
with abnormal urine. Tonsillectomy did not prevent exacerba- 
tions some months later or check the activity of the nephritis. 
Of fourteen patients seen in the hospital in the subacute stage 
some years after the onset of nephritis, eight had had their 
tonsils removed during the acute stage. Reexamination of chil- 
dren from one to twelve years after the onset suggested that 
those children who had had their tonsils removed had fared no 
better than those whose tonsils were still intact: twenty-three 
of thirty-four of those in whom the operation was performed 
in the acute stage, fifteen of twenty-one of those in whom the 
operation was performed before the onset of nephritis, twenty 
of twenty-seven of those with tonsils intact on reexamination 
and the four cases with nephritis caused by the operation still 
showed evidence of activity. The final conclusion is reached 
that (1) tonsillectomy does not prevent nephritis but may pre- 
dispose to it, (2) tonsillectomy does not cure nephritis or prevent 
it from progressing to the chronic stage and (3) tonsillectomy 
May cause nephritis. 

Cod Liver Oil Dressings.—In work undertaken to investi- 
gate the bactericidal power of cod liver oil, some new facts 
were discovered. Lichtenstein found that cod liver oil has a 
definite bactericidal power, but the question arises as to why 
the use of cod liver oil in dressings should possess advantages 
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over other bactericidal preparations. An important factor in 
this connection is the fact that the cod liver oil dressing is 
nonirritant to the tissues. Indeed, so far from damaging these, 
it supplies them with vitamins and possibly other forms of 
nourishment and it mechanically protects the young -granulation 
tissue and epithelium from damage by the dressing. The stimu- 
lation of leukocytes by cod liver oil, observed by Traxl, may 
also contribute to its beneficial effect. Perhaps these various 
factors, together with its bactericidal action, may explain the 
clinical efficiency of cod liver oil in dressings. In the course 
of this work it has been found that the bactericidal power of 
cod liver oil is substantially enhanced by irradiation with ultra- 
violet rays from a mercury vapor lamp. Parallel with this, the 
peroxide content is increased. The bactericidal action of an oil 


is closely related to its content of peroxides. It is.to be expected 


that irradiated oil may prove even more efficient than the non- 
irradiated product. The irradiated oil should therefore be given 
a clinical trial. 


2: 1059-1106 (Nov. 18) 1939 


Medical Literature. R. Hutchison.—p. 1059. 

*Conservative Treatment of Liver Abscesses. A. C. Alport and 
P. Ghaliougui.—p. 1062. 

Staphylococcic Septicemia Complicating Carbuncle of the Face: Recov- 
eries After Treatment with Sulfapyridine. A. W. Abramson and 
B. Flacks.—p. 1065. 

Septicemia Due to Staphylococcus Albus Treated with Sulfapyridine. 
S. Galewski and H. S. Stannus.—p. 1067. 

Hemoglobin Solution as Blood Substitute. L. O'Shaughnessy, H. E. 
Mansell and D. Slome.—p. 1068. 

Storage of Transfusion Plasma. F. A. Knott and E. H. Koerner.— 
p. 1069. 

Prevention of Fear in Cardiazol Therapy by Preliminary Anesthesia 
with Cyclopropane or with Nitrous Oxide. W. L. Neustatter and 
H. Freeman.—p. 1071. 

Automatic Tidal Drainage of Bladder. R. S. Lawrie and P. W. Nathan. 
—p. 1072. 


Conservative Treatment of Liver Abscess.—According 
to Alport and Ghaliougui, the recognized treatment of liver 


abscesses is aspiration and emetine ; operation is resorted to only 


if the abscesses are secondarily infected. Amebic abscesses, 


once the amebas are destroyed by emetine injections, may be 


looked on as sterile. Surgical treatment, apart from the inherent 
risk attached to any operation especially on a severely debilitated 
person, adds the risk of secondary infection. In many tropical 
hospitals the routine procedure is to explore the abscess, stain 
a smear of pus, and examine it microscopically. If polymorpho- 
nuclear cells or bacteria are found, the patient is sent at once 
to the surgeon. The authors think that if operation had been 
performed on one of their patients the debilitated toxic and 
dehydrated state would probably have caused his death on the 
operating table. Having successfully treated a case of pyelo- 
cystitis due to Bacillus pyocyaneus with a sulfonamide derivative 
after all other treatment had failed, the authors decided to try 
the drug here. The patient recovered. Since then Stewart and 
Bates have reported cases of Bacillus pyocyaneus infection 
successfully treated with sulfanilamide. The authors do not 
suggest that all infected or pyogenic liver abscesses should, as a 
routine, be treated by aspiration and with sulfonamide deriva- 
tives; but in selected cases conservative treatment seems to be 
indicated. The authors report five cases of amebic liver abscess 
treated with emetine and by aspiration. In one case 3,500 cc. 
of pus was removed in one sitting. One patient was secondarily 
infected with Bacillus pyocyaneus and recovered on a sulfon- 
amide derivative given by mouth and into the abscess cavity, 
besides the treatment described. All the patients but one recov- 
ered. Postmortem observations show that this patient could not 
have been saved by open operation. One other patient, how- 
ever, had another attack of amebic dysentery, accompanied by 
further liver abscess formation, five months after discharge from 
the hospital. In all these cases the extremely toxic conditions 
of the patients rendered operation dangerous. 


Medical Journal of Australia, Sydney 
2: 633-670 (Oct. 28) 1939 
Effect of Estrogenic Hormone on Prostate of Marsupial Trichosurus 
Vulpecula. A. Carrodus and A. Bolliger.—p. 633. 
Infant Welfare Movement in Australia. W. G. Armstrong.—p. 641. 
Sigmund Freud (1856-1939). W. S. Dawson.—p. 648. 


2: 671-704 (Nov. 4) 1939 


Steatorrhea. L. Hughes.—p. 671. 
Id. F. S. Hansman.—p. 677. 
Blindness in Private Practice. J. R. Anderson.—p. 680. 
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Journal de Chirurgie, Paris 
54: 433-592 (Oct.-Nov.) 1939 


Synovial Biopsy in Diagnosis of Bacillary Arthropathy with Insidious 
Onset and of Traumatic Arthritis Immobilized for a Long Time. 
Paitre, R. Dubau and R. Sohier.—p. 433. 

Thyroidostrumitis or Microsporadic Pseudo-Exophthalmic Goiters or 
Microsporadic Lipidic Goiters with Hyperthyroid Symptomatology. 
A. Jentzer.—p. 448. 


“Operation of Semb in Operative Cure of Pulmonary Tuberculosis. G. 

Lardennois and O. Monod.—p. 458. 

Treatment of High Vesicovaginal Fistulas by Vaginoperineal Route. 

G. Picot.—p. 474. 

Semb’s Operation in Pulmonary Tuberculosis.—Larden- 
nois and Monod direct attention to the surgical method which 
Semb developed in order to obtain an effective and selective 
pulmonary collapse. Semb designates his method as thoraco- 
plasty with extrafascial apicolysis. He described it in detail in 
supplement 37 to volume 76 of Acta chirurgica Scandinavica 
(1935). Semb’s intervention is characterized by depression of 
the apex, which is accomplished by (1) extensive subperi- 
osteal resection of the four upper ribs, (2) depression of the 
pleuropulmonary dome and (3) the maintenance of this “pneu- 
mocathesis” (pulmonary depression) by a technical artifice. 
Lardennois and Monod describe the technic as recommended by 
Semb; they report the results they obtained with the method 
and compare these with the results obtained by simple thoraco- 
plasty in comparable cases. A number of detailed illustrations 
clarify the description of the technic. The authors have employed 
Semb’s operation thus far in forty cases. They had no post- 
operative fatalities. However, in one case a secondary hemor- 
rhage developed and in another one a complex suppuration. 
They stress that the operative sequels are unusually mild, that 
the cavities become rapidly effaced and that expectoration con- 
taining bacilli soon disappears. The late results appear more 
secure than those which are observed following the use of extra- 
pleural pneumothorax and as reliable as and more rapid than 
those of thoracoplasty. To be sure, it is necessary to exercise 
care in the selection of the patients as well as in the execution 
of the operation. Nine times in forty-nine cases the authors 
abandoned apicolysis, retreating before undue difficulties and 
putting the patients back into the group of candidates for 
thoracoplasty. After comparing the results of thoracoplasty and 
of Semb’s operation, they reach the conclusion that Semb has 
devised a useful surgical method for unilateral tuberculous 
lesions of the apex and that the procedure is to be recommended 
for carefully selected cases. 


Confinia Neurologica, Basel 
2: 257-320 (No. 5) 1939 
Vestibular Nystagmus. A. de Kleyn.—p. 257. 
*Spinal Cord Tumor at Foramen Magnum: Two Cases. M. H. Wein- 

berg.—p. 292. 

Frontal Decompression Suggested as Treatment of Visual Disturbances 

in Oxycephaly. A. Schiller.—p. 303. 

Investigations on Trophic Influence of Sympathetic on Tissues, Especially 

Bone. L. Asher and C. T. Dirr.—p. 306. 

Angioblastic Meningioma with Symptoms of Parkinsonism. K. H. Krabbe 

and C. J. Munch-Petersen.—p. 312. 

Spinal Cord Tumor at the Foramen Magnum.—Wein- 
berg reports two cases of spinal cord tumor. Two years before 
hospitalization, the first patient, a woman aged 31, injured her 
back in a serious fall and developed complete paralysis eight 
months afterward together with a nerve lesion that prevented 
her from speaking except when on her side. Neurologic exami- 
nations disclosed complete tetraplegia with bilateral wrist drop 
and the absence of sensation below the trigeminal innervation 
area. A gibbus was likewise observed in the second cervical 
vertebra. The patient died of medullary compression before 
. she could be operated on. Necropsy disclosed a 2 by from 
4 to 5 cm. ovoid spongy mass, of which 0.5 cm. protruded into 
the posterior fossa and was attached to the meninges of the 
medulla oblongata. The left vertical artery was firmly embedded 
in the center of this tumor. The second patient, a man aged 47, 
had felt pain in the cervical area seven months before clinical 
examination, the pains radiating down both arms to the elbows 
on sneezing, laughing or exertion. Persistent dizziness and 
nausea, regularly disappearing when lying down, caused him to 


seek hospital aid. Neurologic examinations revealed, among 
other things, a mild papilledema on the right, a weakness oj 
the right facial and sundry irregularities in the reflexes. The 
Romberg sign was positive. Laboratory tests of the spinal fiyiq 
indicated a high total protein content (100 mg. per hundred cubic 
centimeters). The Queckenstedt test proved negative; roent. 
genograms likewise. On operation, a tumor 3 cm. in length was 
exposed, lying about half above and half below the foramen 
magnum. Diagnosis of a frozen section indicated a spongio- 
blastoma. The patient died six hours after operation from 
medullary compression. In spite of the divergent pathognomonic 
features of the syndrome reflected in medical writings, a signifj- 
cant characteristic that, according to the author, should provoke 
diagnostic suspicion, is the presence of pain in the cervical 
region (at times in the occipital region) tending to extend down 
both arms to the elbows and aggravated by muscular efforts 
involved in coughing, sneezing and other exertions. The evoly- 
tion of other symptoms seems to depend on the extent of the 
tumor and the direction of its growth. When tumors project 
into the posterior fossa, symptoms of intracranial pressure occur, 
such as nystagmus, papilledemas (more frequently present, in the 
author’s opinion, than generally assumed), vertigo, ataxia, past 
pointing and astereognosis. Cerebellar symptoms are mentioned 
by most authors. Among the signs not specifically characteristic 
of spinal cord tumors are high or moderately high protein levels 
discovered in the spinal fluid, partial or complete spinal block, 
paresis of infrabuccal facial nerves, atrophy of the muscles of 
the upper extremities and speech difficulties. The author regards 
clarification of the symptomatology of the spinal cord tumor 
syndrome as important for the early diagnosis of the disease 
and the possible preservation of the life of the patient. 


Schweizerische medizinische Wochenschrift, Basel 
69: 1073-1152 (Nov. 4) 1939. Partial Index 


Sepsis and Metastatic Ophthalmia. V. Haemmerli.—p. 1078. 

Three Cases of Cataract Caused by Electricity. O. Kniisel.—p. 1084. 

Conscious Visual Hallucination in Senility (Charles Bonnet Type). A. 
Patry.—p. 1090. ° 


*Significance of Ophthalmoscopic Aspects in Renal Diseases During Preg- 

nancy. T. Koller and G. Meyer.—p. 1117. 

Observations on Stereoscopic-Binocular Single Vision in Unilateral 

Aphakia (After Operation for Cataract). A. Gloor.—p. 1120. 
Strabismus in Twins. O. Heinonen.—p. 1131. 

ee of Detachment of Retina Without Tear. P. Avizonis.— 
“One-Eyed Persons As Drivers of Motor Vehicles. F. Schwarz.—p. 1143. 

Ophthalmoscopic Aspects of Renal Disorders During 
Pregnancy.—Koller and Meyer, at the university clinics in 
Zurich, report ophthalmologic examinations of 110 pregnant 
women with renal disorders. Of the thirty-seven who had preg- 
nancy nephropathy 35 per cent, of the eighteen with preeclampsia 
61 per cent, of the forty-nine with eclampsia 24 per cent and 
of the six with chronic nephritis five had positive ophthalmo- 
scopic aspects. The authors investigated by means of question- 
naires the present status of the health, the working capacity and 
the subsequent number of births in women in whom from one 
to fourteen years had elapsed since the previous examination. 
In thirty-three cases a urinalysis was made, the blood pressure 
was controlled and an ophthalmoscopic examination was made. 
The authors found that in the patients with a positive ophthalmo- 
scopic aspect (except in those with preeclampsia and chronic 
nephritis) the puerperal maternal mortality was from two to 
three times greater and the fetal mortality in cases of pre- 
eclampsia and chronic nephritis was from three to five times 
greater than in the absence of ophthalmic changes. The state 
of health and the working capacity of the women in whom 
nephropathy and eclampsia were combined with positive ophthal- 
moscopic aspects were less favorable than in those without 
ophthalmic symptoms. The ophthalmoscopic control examina- 
tions revealed normal conditions in all cases, with the exception 
of one case of preeclampsia and two cases of eclampsia. In 
nearly all cases of nephropathy, in half of the cases of pre- 
eclampsia and in one third of the cases of eclampsia the blood 
pressure was permanently increased. A connection between 
former ophthalmologic changes and a later increase in blood 
pressure could not be demonstrated. The authors reach the 
conclusion that ophthalmoscopic changes during the renal dis- 
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orders of pregnancy represent serious complications and impair 
the prognosis with regard to maternal mortality as well as with 
regard to the later health of the mother. 


One-Eyed Persons as Drivers of Motor Vehicles.— 
Schwarz says that since 1927 the institute for legal medicine of 
the university of Zurich has made examinations to determine 
the suitability of drivers of motor vehicles, particularly of those 
with some defect. During the first two years the institute 
generally rejected one-eyed persons as incompetent for driving 
motor vehicles. The rejection was made because of the deficient 
hinocular stereoscopic vision and even more on account of the 
limitation of the visual field. Since 1929, however, the require- 
ments for the visual acuity of drivers of motor vehicles have 
become somewhat more lax. For one-eyed persons (this term 
includes persons in whom the eye with the poor vision has an 
acuity of less than 0.1) the minimal demand was that the better 
eye should have a minimal visual acuity of 0.8 (corrected or 
natural). Moreover, a waiting period of one year must have 
elapsed after the patient has become monophthalmic before a 
driver’s license can be granted and the holder-of a license must 
refrain from driving for six months after he has lost the vision 
of one eye. Ten years has now elapsed since one-eyed persons 
were permitted to drive motor cars and so the author decided 
to investigate the accidents caused by one-eyed drivers. He 
gained the impression that one-eyed persons have a dispropor- 
tionately high accident figure. Analysis of the cases in which 
one-eyed drivers were implicated revealed an extraordinarily 
high incidence of collisions on crossings. The author was sur- 
prised to learn that the side from which the danger approached 
did not always correspond with the side of the visual defect. 
However, he thinks that this becomes understandable when it is 
considered that the one-eyed person has difficulties to orient 
himself about what transpires on the sides. In order to com- 
pensate for the defect in the visual field, the right-eyed person 
will turn to the left and the left-eyed to the right. This moving 
of the head causes lateral objects to be seen too late or not at 
all. Other accidents that are frequent with one-eyed persons 
are due to the fact that, in the act of passing, the one-eyed 
person wrongly estimates the distance between two vehicles and 
turns too early back into his lane. This type of accident is 
again a result of the limitation of the visual field. Other acci- 
dents are due to the fact that the one-eyed person overlooks 
signals or estimates distances erroneously. At night and in 
weather with low visibility, the deficiency in the estimation of 
distances becomes especially dangerous. The author concludes 
that in certain situations the one-eyed driver doubtless endangers 
the safety of motor traffic. In granting a driver’s license to 
such a person, attention must be called to the increased danger 
involved in his defect. Moreover, he should be obliged to avoid 
everything that might further impair his qualifications as a 
driver. 


Anales de la Clinica Quirurgica, Lima 
1: 1-64 (May) 1939. Partial Index 


"Inflammatory Neoformations of Female Urethra. E. Navarrete and 
D. G. Kaelin.—p. 10. 
Congenital Hypoplastic Kidneys: Cases. E. Blondet.—p. 32. 


Inflammatory Neoformations of Female Urethra.—In 
the course of the last two years, Navarrete and Kaelin, of the 
clinic for diseases of the urinary tract of women of Lima, 
observed sixty-five cases of inflammatory polypoid formations at 
the female urethra. The majority of the patients were between 
the ages of 30 and 50. There was only one patient under the 
age of 30, and two patients were beyond the age of 50. Accord- 
ing to the authors the condition is due to chronic infection. The 
symptoms vary with the predominant location of the formation 
at either the meatus or the neck of the bladder. In either case 
pain, more or less acute disorders of urination, disturbances of 
the sexual functions and neuroses are frequent. The neoforma- 
tions at the meatus show as tumors, the benign nature of which 
is ascertained by a biopsy. The diagnosis of polypoid neoforma- 
tions of the neck of the bladder is done by endoscopy. Either 
lorm may be complicated by hemorrhages and, in rare cases, 
by gangrene and septic conditions from disturbances of the local 
lymphatic circulation. Polypoid neoformations of the meatus 
follow, as a rule, a benign evolution, but they may develop into 
cancer. The treatment consists in destruction of the neoforma- 
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tions by means of electrocoagulation and high frequency currents. 
At completion of the treatment the patients report disappearance 
of the symptoms and normal functions in urination. An exami- 
nation of the meatus and the neck of the bladder shows that the 
structures regain a normal morphologic appearance. 


Deutsches Archiv fiir klinische Medizin, Berlin 
185: 1-144 (Sept. 13) 1939 


*Pancreatic Function in Diseases of Biliary Passages. W. Berger and H. 
Schnetz.—p. 1. 


Azurophile Rod-Shaped Inclusions in Cells of Multiple Myeloma. 
B. Steinmann.—p. 49. 


Lymphosarcomatosis and Eosinophilia. H. W. Gerstenberg.—p. 62. 

Investigations on Increase of Primary Pulmonary Cancer with Con- 
sideration of Its Pathogenesis. von Glinski.—p. 73. 

Investigations on Iron Metabolism: Investigations on Resorption of 
Iron Under Normal and Pathologic Conditions. L. Heilmeyer and 
H. Koch.—p. 89. 

Hematologic Observations. F. P. Weber and H. Huber.—p. 102. 

ee ee of Normal Pulmonary Percussion. G. Landes. 
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Pancreatic Function in Biliary Tract Diseases.—Berger 
and Schnetz made functional examinations on patients with 
biliary disorders. The improved functional examinations of the 
external and internal secretion, which were used at their clinic, 
made it possible to determine even slight deficiencies in function, 
among them the compensated latent disturbances. In 115 cases 
of disorder of the biliary passages the secretion of amylase and 
of trypsin was determined with the method of Berger and Hart- 
mann and fifty-one of these patients were, in addition to this, 
subjected to Schnetz’s examination, in which the sugar regu- 
lation serves as the indicator of the secretion of the insular 
hormone. These functional tests revealed disturbances in the 
external and internal secretions in a large number of patients 
with biliary disorders (among them some who continued to 
have symptoms in spite of surgical treatment). Thus the tests 
proved the high incidence of pancreatic involvement in biliary 
disorders. Of 115 patients examined for the external secretion, 
103 had disturbances in the secretion of amylase and seventy- 
one in the secretion of amylase and of trypsin. Among the 
fifty-one patients in whom the internal secretion was tested, fifty 
were found to have disturbances. The cholangiogenic pancrea- 
topathies occur in various types and combinations and frequently 
both types of secretions are involved. In the external secretions, 
inhibitions were more frequent than irritations, whereas, in the 
internal secretions, the irritations predominated over the inhibi- 
tions. The amylase production was irritated in seventeen cases 
and inhibited in eighty-six cases ; among the simultaneous devia- 
tions in amylase and trypsin there were eight double irritations 
and sixty-three double inhibitions. Among the cases of dis- 
turbance in the internal secretion there were twenty-six cases 
of hyperinsulinism and twenty-four cases of diabetic inhibitions. 
The majority of the functional disturbances were manifest, that 
is, clinically recognizable symptoms of pancreatic disturbance 
could be observed; only a few were latent. Some of the dis- 
turbances, particularly the irritations, yielded to the adminis- 
tration of pancreatic preparations, but others, especially the 
double inhibitions, were permanent. The inhibitions involve 
chiefly, but not exclusively, the secretion of amylase; this seems 
to be the most sensitive ferment secretion. The authors stress 
the diagnostic and prognostic value of the improved functional 
tests of the pancreas, particularly in connection with the pan- 
creatic involvement in biliary disorders. 


Fortschritte a. d. Gebiete der Réntgenstrahlen, Leipzig 
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Roentgenograms and Their Anatomopathologic Bases in Healing of Ver- 
tebral Lesions. A. Lob.—p. 199. 

Roentgenologic Examination of Cardiac Function. W. Teschendorf.— 
p. 214. 

*Effects of Roentgen Rays on Bones: Experiments on Dogs. H. Bade 
and G. Kintscher.—p. 235. 

Technic of Indirect Roentgen Microfilmkinematography of Heart and 
Vascular Band Shadow During Hydrostatic and Balneotherapeutic 
Treatment. O. Willbold.—p. 243. 

Effects of Roentgen Rays on Bones of Dogs.—Bade and 
Kiintscher review the effects of roentgen rays on the bones and 
bone regeneration of animals and man and report their experi- 
ments on dogs. They found that neither a dose of 12 times 
400 roentgens per field nor a daily penetration dose of 560, 
accumulating to 8,000 roentgens, induced a clinical bone frac- 
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ture, though observations were continued in some cases for half 
a year. In overdosage, however, the severity of the lesions 
induced in the skin and musculature necessitated the killing of 
the animal after three months. Doses of two series of 12 times 
300 roentgens administered two months apart were unproductive 
of severe cutaneous lesions but destroyed the red and white 
corpuscles, converted normal red marrow into yellow and 
severely injured the nuclei of the cells. In order to test the 
effect of smaller doses on the bone, the authors subjected the 
radius of the front left leg of five dogs to an irradiation of 
6 times 400 roentgens and resected a piece of the radius 2 cm. 
in length from both the five dogs and the untreated controls, 
carefully avoiding injury to the ulna. The experimental wounds 
healed equally in all without infection, but, while periosteal 
stratification could be distinctly observed in the controls after 
two or three weeks, no bone structure changes were determin- 
able in the specimens treated. From four to eight weeks subse- 
quently, however, a typical fatigue fracture was noted in the 
ulna, unaccompanied by signs of periosteal reactions or modi- 
fications in the bone structure of the ulna. Microscopic exami- 
nations as late as six months later of the connective tissues in 
the vicinity of the clinical fracture disclosed no changes that 
could be attributed to roentgen ray lesions nor did the fatigue 
fracture of the ulna indicate progressive callus activity. The 
authors interpret their experiments as corroborative of the 
view that femur fractures attributed to the destructive actions 
of the roentgen rays are really fractures due to bone weakness. 
The fact that doses productive of epilation have no other effects 
on the skin and connective tissues but can completely suppress 
functional bone regeneration indicates to them that the bones, 
especially the normal osteogenic tissues, are far more sensitive 
to irradiation than the skin and the connective tissues. Bones 
subjected to a more intense roentgen ray action lose their 
regenerative power. The authors concede that roentgen ray 
lesions may undergo a prolonged latency, only to be activated 
by an infection or a trauma. 


Kinderarztliche Praxis, Leipzig 

10: 393-448 (Sept.) 1939. Partial Index 
Treatment of Severe Intoxications. E. A. Voss.—p. 393. 
cenigs - hig Pneumonia with Sulfapyridine in Children. A. Gnosspelius. 
Rieetinee himteiiain of Diabetes Mellitus During Childhood. A. 

Fykow.—p. 402. 

Care of Skin in Healthy and Diseased Nurslings. R. Winkler.—p. 410. 

Significance of Vitamin Bi (Aneurin, Thiamin) for Children. E. Glanz- 
mann.—p. 412. 

Colds During Childhood. A. Peiper.—p. 418. 

Transitory Diabetes Mellitus During Childhood. — 
Fykow says that the question has been raised whether children 
who have diabetes mellitus can recover completely. After cit- 
ing one report of the concurrence of transitory diabetes mellitus 
with catarrhal jaundice the author reviews the clinical history 
of a boy in whom diabetes mellitus became manifest in the 
course of pneumonia. The diabetic symptoms could be counter- 
acted by insulin and later the diabetes disappeared entirely. 
That this was a case of diabetes mellitus and not the result of 
a temporary impairment of the pancreas was proved by the fact 
that sugar tolerance tests produced abnormal curves not only 
i the boy but also in the father and one of his sisters. This 
indicates a familial predisposition for diabetes mellitus. A 
similar case of transitory diabetes was reported by Sdéderling. 
The author thinks that such children have a deficient pancreas 
and that later they will probably develop a permanent diabetes 
mellitus. Nevertheless, early recognition of a predisposition to 
diabetes mellitus might make possible an effective prophylaxis. 
Since the insular cells of an impaired pancreas are readily 
damaged and since the metabolic status of diabetic patients can 
be greatly impaired by the consumption of a large quantity of 
carbohydrates, the author advises that an excess of carbohydrates 
and any kind of overfeeding be avoided in persons who have 
a predisposition for diabetes mellitus. Moreover, these persons 
should also avoid sedentary occupations with mental exertion, 
because those factors likewise seem to favor the development of 
diabetes. Finally it is important to prevent infectious diseases 
that are likely to elicit diabetes. Especial attention should be 
given to the tonsils, because repeated attacks of tonsillitis may 
impair the tolerance. 
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Sept. 15, 1939 (No. 17) Pp. 865-912. Partial Index 

Epidemiology of Grip. A. A. Sadov.—p, 873. 
Clini¢cal Course of Grip. M. D. Tushinsky.—p. 879. 
“Coe Therapy of Grip. M. S. Levinson and E. S. Gabrilovich— 
Dysentery of Early Childhood. E. S. Klivanskaya-Krol.—p. 887. 
Diagnosis of Malaria in Children. N. D. Nikolaev.—p. 895. 

Treatment of Grip with Provitamin A.—Levinson ang 
Gabrilovich administered pure crystalline carotene dissolved jn 
a 0.5 per cent solution of sunflower seed oil by inhalation and 
by intranasal instillation to 226 patients with grip. Patients 
with acute catarrhal manifestations, such as cough, running nose, 
hyperemia of the throat and nose, bronchitis, rise of temperature, 
headache, pain in the extremities and general malaise, were 
selected for observation. Inhalations were given for from five 
to ten minutes once or twice daily, depending on the severity of 
the clinical picture for from three to four days. The intranasal 
medication consisted of instilling from four to five drops of 
carotene in oil once or twice a day for from four to five days, 
The treatment was begun on the first day of disease in 80 per 
cent and on the second day in 20 per cent. A control group 
was treated by means of the orthodox regimen with salicylates 
and intranasal medication with epinephrine, cocaine or menthol, 
In the group treated with carotene, 90 per cent got well within 
three days, whereas in the control group the same number of 
patients were well at the end of seven days. Beneficial effects, 
such as definite diminution of hyperemia of the nasopharyngeal 
mucosa and disappearance of headache and cough, were fre- 
quently noted after the first inhalation treatment. Follow-up 
study of 105 cases in the carotene treated group revealed that 
there were only six recurrent attacks one month later, while 
in ninety-two cases of the control group there were twenty-six 
recurrences of grip and eight of pneumonia. The local carotene 
therapy by the intranasal method appears to exert a favorable 
influence on the local inflammatory process, while the inhalation 
method introduces the provitamin to all organs of the body. 


Nederlandsch Tijdschrift v. Geneeskunde, Amsterdam 
83: 5029-5128 (Oct. 21) 1939. Partial Index 

War Psychiatry. E. A. D. &. Carp.—p. 5036. 

Lead Bismuth Line and Bismuth Line in Indonesians and Their Histo- 
chemical Identification. H. B. G. Breijer, G. O. E. Lignac and 
W. L. C. Veer.—p. 5041. 

Paroxysmal Tachycardia Elicited by Pentamethylenetetrazol’ (Metrazol). 
F. Klein.—p. 5049. 

*Surgical Treatment of Hypertrophic Pyloric Stenosis in Nurslings. 
R. Dijkhuizen.—p. 5053. 

Application of Electropyrexia. A. P. Ketel.—p. 5060. 

Treatment of Pyloric Stenosis.—In a brief description of 
the symptomatology of pyloric stenosis, Dijkhuizen stresses 
explosive vomiting after feeding and rapid emaciation of the 
child. The palpation of the tumor is not possible in all cases. 
The value of roentgenoscopy in the diagnosis of pyloric stenosis 
is estimated variously, but the author gained the impression 
that as a rule this method of examination can be dispensed with. 
Of the cases observed in his clinic, x-ray examination with 
barium sulfate was done in approximately one third before the 
operation was decided on. The author reports the results of the 
surgical treatment of hypertrophic pyloric stenosis in 130 infants 
who were observed at the clinic in Groningen since 1926. The 
children were subjected to pylorotomy according to Ramstedt’s 
method. The operation was never refused on account of a poor 
general condition. The author stresses that during the operation 
the child must be guarded against cooling; he recommends that 
the infant be placed in cotton and be placed on an electrically 
heated pad. If the mucosa is accidentally injured in the course 
of the operation, the perforation should be closed with thin silk 
button sutures. Even if the mucosa is apparently intact, it 
should be carefully inspected for a possible injury. If the acci- 
dental perforation is properly closed, the prognosis is compara- 
tively favorable, but if not, peritonitis is likely to develop. The 
author stresses the importance of the removal of the last 
obstructing muscle fibers on the duodenal side. The mortality 
rate in his material amounted to 5.4 per cent. It was possible 
to follow the later development of eighty of the children operated 
on. In these the results were favorable. 
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